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H.R. 3633, PROTECTING HEALTH 
CARE PROVIDERS FROM INCREASED 
ADMINISTRATIVE BURDENS ACT 


Thursday, March 13, 2014 
House of Representatives, 
Suhcommittee on Workforce Protections, 
Committee on Education and the Workforce, 
Washington, D.C. 


The subcommittee met, pursuant to call, at 10:08 a.m., in Room 
2175, Rayburn House Office Building, Hon. Tim Walberg [chair- 
man of the subcommittee] presiding. 

Present: Representatives Walberg, Kline, DesJarlais, Rokita, 
Bucshon, Hudson, Courtney, Fudge, and Pocan. 

Staff present: Janelle Belland, Coalitions and Members Services 
Coordinator; Molly Conway, Professional Staff Member; Ed Gilroy, 
Director of Workforce Policy; Christie Herman, Professional Staff 
Member; Benjamin Hoog, Senior Legislative Assistant; Marvin 
Kaplan, Workforce Policy Counsel; Nancy Locke, Chief Clerk; 
James Martin, Professional Staff Member; Daniel Murner, Press 
Assistant; Brian Newell, Deputy Communications Director; 
Krisann Pearce, General Counsel; Alissa Strawcutter, Deputy 
Clerk; Alexa Turner, Legislative Assistant; Joseph Wheeler, Profes- 
sional Staff Member; Tylease Alb, Minority Clerk/Intern and Fel- 
low Coordinator; Jody Calemine, Minority Staff Director; Melissa 
Greenberg, Minority Staff Assistant; Eunice Ikene, Minority Staff 
Assistant; Brian Kennedy, Minority Senior Counsel; Brian Levin, 
Minority Deputy Press Secretary/New Media Coordinator; Richard 
Miller, Minority Senior Labor Policy Advisor; Megan O’Reilly, Mi- 
nority General Counsel; Michael Zola, Minority Deputy Staff Direc- 
tor; and Mark Zuckerman, Minority Senior Economic Advisor. 

Chairman Walberg. A quorum being present, the subcommittee 
will come to order. Good morning. I would like to welcome our 
guests and thank our witnesses for being with us as we discuss 
H.R. 3633, the Protect Health Care Providers from Increased Ad- 
ministrative Burdens Act. 

The bill is a result of the Committee’s continued oversight of the 
Department of Labor, which shed light on an unprecedented effort 
by the Office of Federal Contract Compliance Programs (OFCCP) 
to exert jurisdiction over health care providers who participate in 
certain federal programs. H.R. 3633 would rein in this executive 
overreach, prevent an administrative nightmare for health care 

( 1 ) 
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providers, and help some of the nation’s most vulnerable citizens 
maintain access to care. 

OFCCP is responsible for enforcing federal nondiscrimination 
and affirmative action requirements on federal contractors. Today’s 
discussion isn’t about whether we support the important policies 
that the agency enforces. No one should be denied because of 
their — denied employment because of their gender, their disability, 
race, or religion. All employers have a moral and legal obligation 
to provide a work environment free of discrimination, including 
those who receive taxpayer dollars. The goal of our oversight and 
the legislation is to ensure the agency does its job effectively and 
responsibly. 

In the past, we have encouraged OFCCP to streamline the myr- 
iad of requirements federal contractors must follow. As one witness 
from St. Jude Children’s Hospital testified, the current regulatory 
scheme is, quote — “all stick and no carrot,” end quote. Simplifying 
the process would strengthen the rights of workers by making it 
easier for employers to understand their responsibilities and com- 
ply with the law. 

Workers, employers, and taxpayers would be better served if 
OFCCP spent its time improving the current regulatory structure 
rather than unilaterally imposing a broken system on more work- 
places. Yet that is precisely what the agency is trying to do, by ex- 
erting jurisdiction over hospitals and other health care providers 
who see patients covered by various federal programs, such as 
TRICARE and the Federal Employee Health Benefits Program. 

As a result of the bipartisan concerns addressed in this legisla- 
tion, the Department of Labor proposed, earlier this week, a lim- 
ited delay of its regulatory overreach. In a letter to the Committee 
leadership. Secretary Perez promised a five year moratorium of 
new OECCP enforcement activities against TRICARE providers. 

[The information follows:] 
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SECRETARY OF LABOR 
WASHINGTON, CIC. 20210 


March 11,20)4 


The Honorable Joiui Kline 
Chairman 

Committee on Education and the Workforce 

Ihe Honorable Tim Walberg 
Chairman 

Subcommittee Workforce Protections 
U.S. House of Representatives 
Washington, DC 20515-6100 

Dear Chairman Kline, Chairman W'alberg, Congressman Miller, and Congressman Courtney: 

Thank you for sharing your concerns regarding access to high quality health care for Uniformed 
Service members, retirees and their families through the Department of Defen.se (DoD) 

'1 RICARE program, i share your concerns and want to ensure continued access for our military 
and their families while continuing to .safeguard civil rights protections for millions of 
Americans. The purpose of this letter is to memorialize the terms of a proposal that I made last 
week to address an issue involving TRICARE subcontractors 


The Honorable George Miller 

Senior Democratic Member 

Committee on Education and the Workforce 

The Honorable .loe Courtney 
Ranking Member 

Subcommittee Workforce Protections 


As you are aware, the Office of Federal Contract Compliance Programs (OFCCP) enforces 
Executive Order 1 1246, Section 503 of the Rehabilitation Act, and the Vietnam Eta Veterans 
Readjustment Assistance Act, which impose certain equal opportunity obligations on those 
entities that do business with the federal government. OFCCP achieves its mandate by. among 
other things, conducting compliance evaluations and investigating complaints of civil rights 
violations. 

Congress addressed the definition of contract for the purpose of determining who is a 
subcontracior under the TRIC.ARB program in Section 71 5 of the 2012 National Defense 
Authorization .Act (NUA.A). Recent events have brought to my attention the difference in 
understanding of congressional intent regarding Section 715 between the Department of Labor 
and members of your committee. You have made clear that, in your j udgmcnt, Congress 
intended to eliminate entirely OFCCP’s jurisdiction over I RiC.ARB subcontractors. The 
Department, based on a good faith reading of the provision and its legislative history, read 
Section 71 5 as a more narrow limitation tliat preserved one aspect of OFCCP’s jurisdiction. 

Our discussions helped me understand the basis for your concern about OFCCP'’’s interpretation 
of the NDAA amendment and the con&sion that may exist in the TRIC.4RE subcontractor 
community. 
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1 believe that, as we have discussed, in lieu of legislative action, we can come to a workable 
administrative solution that addresses your concerns and provides greater clarity for the 
TRICARE subcontractor community while maintaining important civil rights protections 
prohibiting Federal contractore and subcontractors front discriminating on the basis of race, 
color, leijgioR, sex, national origin, disability, and protected veteran status. 

The Department can achieve those goals by having OFCCP exercise prosecutorial discretion 
over the ne.xt five years to limit iK enforcement activities with regard to TRICARE 
subcontractors while it engages in extensive outreach and technical assistance to inform 
TRJCARE participants of their responsibilities and works with other Federal agencies to clarify 
the coverage of health care providers under Federal statutes applicable to contactors and 
subcontractors. The elements of this irdtiative include the following steps: 

® OFCCP will issue a directive establishing a five-year moratorium on enforcement of the 
affirmative obligations required of all TRiC.ARE subcontractors. 

• OFCCP will administratively close open and scheduled compliance evaluations for 
TRICARE subcontractors, 

• During the five-year moratorium OFCCP will: 

o Provide tnfonnation, materials, and technical assistance training to TRICARE 
subcontractors on how to develop cost effective affirmative action plans, record 
keeping, and applicant tracking systems; 

o Conduct regional and national webinars that cover OFCCP’s legal authorities, 
jurisdiction, and Federal contractor and subcontractor obligations; 

o Convene listening sessions to learn about the unique issues facing TRICARE 

subcontractors in order to provide relevant and targeted teclmical assistance under all 
OFCCP legal authorities; and 

o Work with DoD, the Office of Personnel Management, and the White Hou.se Office 
of Federal Procurement Policy to clarify that those health-care providers that 
participate as suboontractois in TRIC.ARE and the Federal Employees Health 
Benefits Program (FEHBP) may, in certain circumstances, be subcontractors for 
purposes of the laws that OFCCP enforces. 

» The moratorium will not extend to ! ) holders of prime contracts with the Federal 
government where the contractor is also a TRICARE subcontractor; or 2) TRICARE 
subcontractors that hold a .separate, independent, non-health care-related Federal 
subcontract. 

• The moratorium does not cover TRICARE subcontractors’ obligation to refrain from 
discrimination. As appropriate, complaints of discrimination will continue to be 
investigated. 
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Pages 


I hope the steps outlined above address the concents of the Committee. Again, I appreciate the 
opportunity to engage in candid discussions with you to seek a mutual solution to the issues you 
raised. 

Sincerely, 

THOMAS E, PEREZ 
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Chairman Walberg. Without objection, this letter will be in- 
cluded in the hearing record. Hearing no objection, it will be in- 
cluded. 

While we welcome this development, it is ironic the Secretary’s 
letter refers to a law that includes specific language stating health 
care providers in TRICARE are not subcontractors. This law was 
enacted after the department took action against a Florida hos- 
pital. Regardless of any statutory ambiguity the administration 
thinks exists, the will of Congress is clear: OFCCP interference in 
TRICARE must stop. 

While I appreciate the Secretary’s response and attempt to ad- 
dress it with a workable solution — and I say that sincerely and 
have appreciated the conversations with Secretary Perez — I truly 
believe the Secretary’s letter may have convinced some to withhold 
and even withdraw early support from the bill. 

But I have asked my colleagues, aren’t you concerned about what 
happens five years from now? Does this letter offer TRICARE pro- 
viders the long-term certainty they need? What about those who 
serve seniors through Medicare, or those who serve federal employ- 
ees, both noticeably absent from this moratorium. If OFCCP in- 
tends to regulate TRICARE providers, it can just as easily impose 
its will on other federal programs, as well. 

At a recent hearing, the senior Democratic member of the sub- 
committee commended a witness for, and I quote — “raising some 
important issues about the impact on programs that help our 
TRICARE military retirees and active duty folks in terms of mak- 
ing sure that we maintain access for hospital services,” end quote. 

Our colleague then expressed the desire to, quote — “work out 
some of the kinks revealed during the hearing.” And I must admit 
that my colleague has attempted to do that. But I am honestly dis- 
appointed to say the kinks we discussed in December still exist, de- 
spite the Secretary’s letter. 

If the Secretary has accomplished anything he has signaled to 
our TRICARE providers the day of reckoning is only delayed. Any 
sensible provider will use these few years to decide whether it is 
in their best interest to continue operating in a TRICARE network. 
Many may decide the administrative burden looming on the hori- 
zon is simply too much to bear. 

As a result, veterans, servicemembers, and their families will 
lose access to care. Let me repeat that. As a result of the depart- 
ment’s policy, veterans, servicemembers, and their families will 
lose access to care; maybe not now, but soon. 

As policymakers, we shouldn’t accept political half-measures that 
merely kick the can down the road. The American people expect 
better. 

However, it is my hope we can continue working together, and 
we will, to provide a lasting solution to this problem not just for 
our active and retired military service personnel, but also for our 
seniors and the men and women who serve in the federal work- 
force. H.R. 3633 provides the long-term solution they, and their 
families, deserve. 

I will now yield to our distinguished colleague, the senior Demo- 
cratic member of the subcommittee. Representative Courtney, for 
his opening remarks. 
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[The statement of Chairman Walherg follows:] 

Good morning. I’d like to welcome our guests and thank our witnesses for being 
with us as we discuss H.R. 3633, the Protecting Health Care Providers from In- 
creased Administrative Burdens Act. 

The bill is the result of the committee’s continued oversight of the Department 
of Labor, which shed light on an unprecedented effort by the Office of Federal Con- 
tract Compliance Programs to assert jurisdiction over health care providers who 
participate in certain federal programs. H.R. 3633 would rein in this executive over- 
reach, prevent an administrative nightmare for health care providers, and help 
some of the nation’s most vulnerable citizens maintain access to care. 

OFCCP is responsible for enforcing federal nondiscrimination and affirmative ac- 
tion requirements on federal contractors. Today’s discussion isn’t about whether we 
support the important policies the agency enforces. No one should be denied employ- 
ment because of their gender, disability, race, or religion. All employers have a 
moral and legal obligation to provide a work environment free of discrimination, in- 
cluding those who receive taxpayer dollars. 

The goal of our oversight and the legislation is to ensure the agency does its job 
effectively and responsibly. In the past we’ve encouraged OFCCP to streamline the 
myriad requirements federal contractors must follow. As one witness from St. Jude 
children’s Hospital testified, the current regulatory scheme is “all stick and no car- 
rot.” Simplifying the process would strengthen the rights of workers by making it 
easier for employers to understand their responsibilities and comply with the law. 

Workers, employers, and teixpayers would be better served if OFCCP spent its 
time improving the current regulatory structure, rather than unilaterally imposing 
a broken system on more workplaces. Yet that is precisely what the agency is trying 
to do by asserting jurisdiction over hospitals and other health care providers who 
see patients covered by various federal programs, such as TRICARE and the Fed- 
eral Employee Health IBenefits Program. 

As a result of the bipartisan concerns addressed in this legislation, the Depart- 
ment of Labor announced earlier this week a limited delay of its misguided ap- 
proach. In a letter to the committee, Secretary Perez promised a five year delay of 
new OFCCP enforcement activities against TRICARE providers. 

Without objection, the letter will be included in the hearing record. 

While we welcome this development, it’s ironic the secretary’s letter refers to a 
law that includes specific language stating health care providers in TRICARE are 
not subcontractors. This law was enacted after the department took action against 
a Florida hospital. Regardless of any statutory ambiguity the administration thinks 
exists, the will of Congress is clear: OFCCP interference in TRICARE must stop. 

The secretary’s letter may have convinced some to withhold and even withdraw 
earlier support for the bill. But I have to ask my colleagues: Aren’t you concerned 
about what happens five years from now? Does this letter offer TRICARE providers 
the longterm certainty they need? What about those who serve seniors through 
Medicare or those who serve federal employees, both noticeably absent from this so- 
called moratorium? If OFCCP intends to regulate TRICARE providers, it can just 
as easily impose its will on other federal programs as well. And can someone please 
explain how a letter from one administration can control the actions of another? 

At a recent hearing, the senior Democratic member of the subcommittee com- 
mended a witness for “[raising] some important issues about the impact on pro- 
grams that help our TRICARE military retirees and active duty folks, in terms of 
making sure that we maintain access for hospital services.” Our colleague then ex- 
pressed a desire to “work out some of the kinks” revealed during the hearing. I am 
disappointed to say the kinks we discussed in December still exist, despite the sec- 
retary’s letter. 

If the secretary has accomplished anything, he has signaled to our TRICARE pro- 
viders the day of reckoning is only delayed. Any sensible provider will use these few 
years to decide whether it’s in their best interest to continue operating in a 
TRICARE network. Many may decide the administrative burden looming on the ho- 
rizon is simply too much to bear. As a result, veterans, service members, and their 
families will lose access to care. Let me repeat that: As a result of the department’s 
policy, veterans, service members, and their families will lose access to care. Maybe 
not now, but soon. 

As policymakers, we shouldn’t accept political half-measures that merely kick the 
can down the road. The American people expect better. I am disappointed my friend 
and colleague, Representative Courtney, is no longer a cosponsor of this important 
legislation. However, it is my hope we continue working together to provide a last- 
ing solution to this problem, not just for our active and retired military service per- 
sonnel, but also for our seniors, and the men and women who serve in the federal 



8 


workforce. H.R. 3633 provides the long-term solution they and their families de- 
serve. 

I will now yield to our distinguished colleague, the senior Democratic member of 
the subcommittee, Representative Courtney, for his opening remarks. 


Mr. Courtney. Well, thank you, Mr. Chairman. And I thank you 
for your kind words. I have nowhere to go but downhill after those 
nice compliments. And I would just say that, you know, to me this 
is a situation of whether you want to look at it as a glass half full 
or half empty in terms of the movement that has occurred from the 
Department of Labor since the last hearing that took place. 

I think it is important, though, to sort of set the context for what 
happened in 2011, when the NDAA was enacted, with language 
which called for the department to withhold enforcement through 
OFCCP. Mr. Kline and I were conferees on that measure, and it 
was in response to real-life concrete issues out there with 
TRICARE access for veterans. Again, I have the honor of rep- 
resenting the largest military installation in New England, with 
the Groton sub base 8,000 sailors. We hold veterans in active duty 
council meetings that my office organizes on a regular basis. And 
it has been a chronic issue in terms of finding providers who accept 
TRICARE coverage and, frankly, has absolutely nothing to do with 
OFCCP. 

The GAO has been studying this issue for years. And they, in 
fact, just issued an updated report in 2013, where they talked 
about provider acceptance for TRICARE where, again, it is lower 
than Medicare, far lower than Medicare, and lower than Medicaid 
in some instances, which is saying something in terms of the aver- 
sion that — whether it is — well, hospitals, by and large, because of 
their 501(c)(3) status, almost have to accept patients. But frankly, 
the provider community in an outpatient basis, it is a real problem. 
And I have talked to everyone from specialists to dentists, primary 
care docs who, in many instances, just provide free care because 
they just want to avoid the hassle of dealing with TRICARE. 

And, again, it has absolutely nothing to do with OFCCP. How- 
ever, in the context of that chronic finding that has been going on 
here at the Armed Services Committee, in 2011 the Committee, 
through conference, included language which again said, you know, 
we are not gonna try and create another obstacle or another bar- 
rier for providers in TRICARE. And the language was enacted. By 
the way, you have to give credit. This was a Senate initiative, but 
the House did accept, in conference, the language. We acceded to 
that language. 

So fast forward, we had the hearing recently. And it is clear that 
the Florida case and other actions by the department, the depart- 
ment really was not reading the language in a way that I think 
was clear congressional intent. There was “may” language instead 
of “shall” language; there was some disparity they were pointing to 
in terms of report language that was attached to the NDAA. And 
the agency was still sort of chugging forward. 

We also, though, had an intervening event. Which is, we have a 
new Secretary of Labor, who was just confirmed in late December, 
who, in my opinion has really responded to the oversight function 
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of this subcommittee, as the Chairman and I discussed the other 
day. 

They issued new rules on OSHA for the grain elevator issue that 
this subcommittee raised, and pulled back the department in terms 
of that complaint which we heard here. And I believe the letter 
which he submitted a couple days ago is, in fact, exactly the same 
type of approach that Secretary Perez has signaled in the short 
time that he has been in office. Again, the letter clearly states that 
they will issue a five year moratorium. Any enforcement actions or 
compliance actions will be suspended. And he has personally told 
me that the Florida case will be withdrawn. And I want to make 
sure that is absolutely crystal clear on the record. 

Again, this is a letter. This is not a stipulated judgment that, you 
know, is entered in front of a judge. But there is no question the 
good faith that the Secretary has exercised in the last couple of 
months — and frankly, I think it is time that, you know, he is a 
former legislator, by the way — he really respects the legislative 
branch. And he worked for Senator Kennedy. He has made it clear 
that he does not regard us as the enemy or as a, you know, entity 
that should just be sort of overlooked. And I frankly think we 
should approach this as a glass half-full. That, in fact, five years 
is a long time in terms of this administration will be long gone in 
five years. 

There will be who knows in the White House, in the Secretary 
of Labors. It is without prejudice, everybody retains all their rights 
in terms of whatever sort of view of the NDAA language that is on 
the books. And that we should, frankly, continue to engage him on 
whether or not there are issues regarding Medicare or FEHBP. 
This is not a person who is taking the attitude that, you know, he 
will not listen or talk or discuss with the Congress. 

So based on that, I am willing to reward good behavior. And I 
am willing to step back from this legislation and embrace the good 
faith that he has exercised. And also, at the same time, recognize 
that the OFCCP has done great work in terms of opening up oppor- 
tunities for women, for minorities and for disabled veterans, which 
I am sure we are gonna hear from our witness today about the fact 
that is part of their charge — is not only to try and create obstacles. 
I mean, it is the complete opposite. If they have actually tried to 
create employment opportunities for disabled veterans and vet- 
erans and the recent initiative — which, again, is gonna try and sort 
of push contractors to get that unemployment rate for veterans 
down — is, in my opinion, something that we want federal taxpayer 
money to be accomplishing. 

So in any case, I want to thank the Chairman again. I do not 
regard, you know, the efforts of this subcommittee to be sort of a 
partisan, you know, witch hunt kind of thing. It was a sincere ef- 
fort to move forward and try and fix a problem. In my opinion, the 
Secretary has met us halfway and I think we should, you know, 
take a bow, or you should take a bow, for your work on this issue. 
And that we should continue to build on that momentum to try 
and, again, get smarter policy that accomplishes the goals that we 
all want. 

And with that, I yield back. 
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Chairman Walberg. I thank the gentleman. And I would concur 
that this subcommittee, our effort will be to move policy forward 
in the right direction. And part of that is pushing, where necessary, 
to get further. But also a reality of what is possible. And for that 
reason, we have the hearing today to give us more information. 

Pursuant to committee rule 7(c), all members will be permitted 
to submit written statements to be included in the permanent 
hearing record. And without objection, the hearing record will re- 
main open for 14 days to allow statements, questions for the record 
and other extraneous material referenced during the hearing to be 
submitted in the official hearing record. 

It is now my pleasure to introduce our distinguished witnesses. 
Mr. Curt Kirschner is a partner at Jones Day in San Francisco, 
California. What is the weather out there? Never mind. And is tes- 
tifying on behalf of the American Hospital Association. 

Mr. Thomas Carrato — did I get that close? 

Mr. Carrato. Yes, sir. 

Chairman Walberg. Is president of Health Net Federal Services 
in Arlington, Virginia. Mr. Carrato retired as a rear admiral in the 
Commissioned Corps of the United States Public Health Service. 
Ms. Fatima Goss Graves serves as the vice president for education 
and employment at the National Women’s Law Center in Wash- 
ington, D.C. Welcome. Mr. David Goldstein is a shareholder with 
the firm Littler Mendelson in — it is too cold to speak — Minneapolis, 
Minnesota. Mr. Chairman, help me with that Minnesota stuff. 

Mr. Kline. [Off mike.] 

Chairman Walberg. Thank you. Before I recognize each of you 
to provide your testimony, let me briefly explain our lighting sys- 
tem. And I think I will be brief on that. It is like a traffic light, 
as you know. You will have five minutes to give your testimony. 
We will try to keep as close to that as possible, and you will help 
me if you will. When the light turns yellow you have a minute left. 
When it is red, wrap up as quickly as possible. We will hold that 
policy for our subcommittee members, as well, under their ques- 
tioning. 

That being said, Mr. Kirschner we welcome you and recognize 
you for five minutes of testimony. 

STATEMENT OF MR. CURT KIRSCHNER, PARTNER, JONES DAY, 

SAN FRANCISCO, CA (TESTIFYING ON BEHALF OF THE 

AMERICAN HOSPITAL ASSOCIATION) 

Mr. Kirschner. Good morning. Chairman Walberg, Ranking 
Member Courtney, and distinguished members of the sub- 
committee. My name is Curt Kirschner, and I am a partner in the 
Jones Day law firm. Today, I am testifying on behalf of the Amer- 
ican Hospital Association in support of H.R. 3633, the Protecting 
Health Care Providers from Increased Administrative Burdens Act. 
A more thorough discussion of the AHA’s support of the bill is in- 
cluded in written testimony submitted to the subcommittee, which 
I request be introduced into the record. 

In my oral comments today, I wanted to explain why, from the 
AHA’s perspective, H.R. 3633 remains an important bill to be intro- 
duced and why, in our view, the DOL’s proposal is insufficient. 
H.R. 3633 will clarify that hospitals are not subject to the OFCCP’s 
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jurisdiction solely as a result of their participation in Medicare, 
TRICARE, or the Federal Employees Health Benefit Program, also 
known as FEHBP. 

Previously, OFCCP has acknowledged in its own internal direc- 
tives that it does not have jurisdiction over hospitals that treat 
beneficiaries of these federally-funded plans. More recently, how- 
ever, the OFCCP rescinded those directives and sought to expand 
its jurisdiction over health care providers based solely on their par- 
ticipation in these programs. I had the opportunity to appear before 
the subcommittee last December, where I offered testimony dem- 
onstrating that the OFCCP’s assertion of jurisdiction over hospital 
providers in these circumstances is inconsistent with both federal 
law and regulations. 

Moreover, the OFCCP has not given any reasonable explanation 
for its shifting position. The only recent relevant legal change is 
the one cited by the Chairman, which is Congress’ adoption, in 
2011, of section 715 of the National Defense Authorization Act, 
which explicitly sought to preclude OFCCP jurisdiction over hos- 
pitals participating in TRICARE. Despite this statute, the OFCCP 
continues to assert jurisdiction over TRICARE providers. And that 
is true, despite the fact that the DOL has now said there may be 
a moratorium on enforcement. They are still asserting jurisdiction 
over the providers. 

The agency’s continuing attempts to circumvent the NDAA con- 
firm the need for legislation placing clear limits on the OFCCP’s 
jurisdiction. The OFCCP proposes an alternative to H.R. 3633, 
which is a vaguely-defined, case by case basis to determine jurisdic- 
tion. As best as the AHA can tell, the OFCCP, under this approach, 
attempts to distinguish between hospitals that participate in fee- 
for-service plans from those that participate in managed care plans 
under these federally-funded programs. From the perspective of 
America’s hospitals, this is a distinction without a difference. 

Fee-for-service plans and managed care plans are simply dif- 
ferent mechanisms for reimbursing health care providers for the 
care that they provide to their patients; in this case, 
servicemembers, federal employees, and their families. Under any 
of these plans, the role of the hospital is essentially the same. That 
is, to provide quality care for the plan participant. The OFCCP has 
provided no guidance regarding which of the nearly 300 FEHBP 
plans, and more than 10 TRICARE plan options, contain sufficient 
elements of managed care such that a hospital participating in that 
plan would be deemed to be a federal subcontractor. 

Already, Florida Hospital of Orlando and three hospitals affili- 
ated with the University of Pittsburgh Medical Center have spent 
years in litigation after refusing to concede to the OFCCP’s juris- 
diction. The AHA urges Congress to clarify the law so that hos- 
pitals are not forced to choose between submitting to the OFCCP’s 
burdensome regulations on the one hand, or spending years bogged 
down in costly legal proceedings on the other. The OFCCP’s expan- 
sionist agenda is forcing hospitals to make another difficult choice: 
whether to provide care to family servicemembers and federal em- 
ployees at all. 

Rather than risk a jurisdictional claim from the OFCCP, some 
hospitals may simply decide to opt out of federally-funded health 
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plans, further straining the available provider networks. The 
DOL’s proposal contained in this March 11 letter is not a solution, 
in our view. The proposal does not address at all the role of 
FEHBP and Medicare programs. Even for TRICARE, the letter as- 
sumes federal contractor status of hospital providers, despite 
NDAA 715, and merely delays the enforcement of the OFCCP’s am- 
biguous standards, potentially asserting jurisdiction over conduct 
that occurs during that five year period. 

In sum, at a time when lowering health care costs is one of the 
nation’s top policy concerns, H.R. 3633 would clarify, once and for 
all, that participation in a federally-funded health benefit program 
does not subject hospitals to the OFCCP’s jurisdiction. The AHA 
urges Congress to pass this important bill. 

Thank you for the opportunity to provide these comments to the 
subcommittee. 

[The statement of Mr. Kirschner follows:] 
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On behalf of our nearly 5,000 member hospitals, health systems and other health care 
organizations, and our 43,000 individual members, the American Hospital Association (AHA) 
appreciates the opportunity to submit this statement to the Education and Workforce 
Committee’s Subcommittee on Workforce Protections in support of H.R. 3633, the Protecting 
Health Care Providers from Increased Administrative Burdens Act. 

H.R. 3633 is a bipartisan bill that has been narrowly crafted to accomplish one important 
outcome: to ensure that hospitals and other health care providers cannot be classified as federal 
contractors or subcontractors, and subjected to an extensive federal regulatory scheme, simply 
because they provide care to patients covered by a federally funded health benefit plan. In 
particular, H.R. 3633 will clarify that hospitals are not subject to the jurisdiction of the Office of 
Federal Contract Compliance Programs (OFCCP) solely as a result of their participation in 
Medicare; TRICARE, the health care program for military service members and their families; or 
the Federal Employees Health Benefit Program (FEHBP), which provides health insurance 
options to civilian government employees and their families. 

The OFCCP has acknowledged that it docs not have jurisdiction over hospitals participating in 
Medicare or the FEHBP. Within the past few years, however, the agency has laid the 
groundwork for a jurisdictional land grab based on essentially meaningless distinctions between 
the ways health care providers participate in federally funded health benefit programs. If 
Congress does not act, the OFCCP's self-serving definition of its own authority will convert, 
virtually overnight, a majority of our nation’s hospitals into federal contractors, without advance 
notice to or agreement by those hospitals. 
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As explained in the AHA’s testimony before this Subcommittee on December 4, 2013, the 
OFCCP’s position is inconsistent with the law and with the views of the federal agencies that 
administer TRICARE and the FEHBP.' In addition, it will impose significant administrative 
burdens on America’s hospitals, which already are and will remain subject to the requirements of 
federal, state and local antidiscrimination laws. 

This executive overreach demands a clear and targeted congressional response. The AHA urges 
Congress to pass H.R. 3633 for three reasons; 

1 . The bill clearly defines the limits of OFCCP’s jurisdiction without disturbing the 
agency’s authority over institutions that have voluntarily entered into federal contracts; 

2. The bill will prevent needless and costly litigation over the classification of health care 
providers as federal contractors and subcontractors; and 

3. The bill removes obstacles to hospitals and other health care providers from providing 
health care services to members of the military, federal employees and their families. 


H.R. 3633 Clearly Defines the Limits of OFCCP Jurisdiction 

The OFCCP plainly has jurisdiction over hospitals that voluntarily enter into contracts or 
subcontracts with the federal government. Thus, for example, a hospital that entered into a 
contract to conduct research on behalf of the National Institutes of Health is required to comply 
with OFCCP regulations and, therefore, must develop annual affirmative action plans, implement 
sophisticated job applicant tracking systems, and engage in targeted outreach to women, 
minorities, individuals with disabilities, and veterans, in accordance with the OFCCP’s numerous 
regulations. 

In the AHA’s view, however, the OFCCP’s assertion of jurisdiction over hospitals that 
participate in federally funded health benefits programs has no basis in law. In fact, the OFCCP 
itself once agreed with this position. In 2003, the Department of Labor’s Administrative Review 
Board (ARB) found that the OFCCP did not have jurisdiction over hospitals that provided 
services to federal employees covered by a fee-for-service plan through the FEHBP {In re 
Bridgeport Hasp . , ARB Case No. 00-034, 2003 WL 2448 1 0, at * 1 (DOL Adm. Rev. Bd. Jan. 3 1 , 
2003)). In response to the ARB’s ruling, the OFCCP issued a formal policy statement conceding 
that it “cannot use FEHBP coverage as a basis to assert jurisdiction over a health care provider” 
(see OFCCP Directive No. 262 (2003)). Likewise, the OFCCP has clarified that it “considers 
health care institutions that provide services to Medicare and Medicaid beneficiaries as recipients 
of federal financial assistance and not as contractors” (see OFCCP Directive No. 189 (1993)). 

These previous statements regarding the OFCCP’s jurisdiction are consistent with Congress’s 
own definition of a federal procurement contract in the Federal Grant and Cooperative 
Agreement Act of 1 977 (Grant Act). The Grant Act explains that a lederal procurement contract 
has “the principal purpose of [acquiring] property or services for the direct benefit or use of the 


■ See generally Examining Recent Actions by the Office of Federal Contract Compliance Programs: Hearing 
Before the Subcomm. on Workforce Protections, House Comm, on Education and the Workforce, 113th Cong. 9- 
11 (2013) (prepared Testimony of F. Curt Kirschner, American Hospital Association), available at 
http://e dworkforce.house.gov/uploadednies/kirschner .statement and testimnnv.prtf ["2013 Testimony"]. 
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United States Governments Clearly, hospitals participating in TRICARE, FEHBP and Medicare 
do not receive reimbursements because they are providing services for the benefit of the 
government. Instead, the “beneficiaries” of these payments are the service members, federal 
employees and retirees who receive medical care. The most logical reading of the Grant Act, 
thus, cannot be stretched to define health care providers participating in federally funded health 
benefit programs as federal contractors. 

Regulations promulgated by the agencies responsible for TRICARE and the FEHBP agree with 
this conclusion. For more than 25 years, the Office of Personnel Management, which 
administers the FEHBP, has explicitly excluded from its definition of subcontractor “providers 
of direct medical services . . . pursuant to [a] health benefits plan.” Similarly, Department of 
Defense regulations designate TRICARE reimbursements as a form of federal financial 
assistance, which does not constitute a federal contract subject to OFCCP regulations. 

Now, the OFCCP is taking a different position - one that not only creates unnecessary 
interagency conflict but also clashes with congressional directives. In 2006, the agency filed 
administrative complaints in OFCCP v. UPMC Braddock, seeking to enforce its affirmative 
action regulations against three hospitals affiliated with the University of Pittsburgh Medical 
Center. The OFCCP based its assertion of Jurisdiction on the fact that the hospitals had an HMO 
contract to provide health care services to FEHPB participants. The hospitals objected to the 
agency’s line of reasoning, arguing that providing health care services to patients should not 
convert the hospitals into federal contractors. Eight years later, the case remains pending before 
the D.C. Circuit. 

In another, well-publicized case, OFCCP v. Florida Hospital of Orlando, the agency has claimed 
that Florida Hospital is a covered federal subcontractor solely as a result of its agreement to 
provide health care services to TRICARE beneficiaries. Congress acted to head off this assertion 
of jurisdiction by passing Section 715 of the National Defense Authorization Act for Fiscal Year 
2012 (NDAA), which President Obama signed into law in 201 1. The NDAA included a 
provision expressly exempting TRICARE network providers from federal contractor status. 

Instead of honoring and enforcing this new law, however, the OFCCP continued to pursue a 
finding of federal contractor status against Florida Hospital. The agency argued - contrary to 
congressional intent ~ that the NDAA did not act as a complete bar to its jurisdiction over 
TRICARE providers. In briefing to the ARB, the OFCCP even suggested that the Secretary of 
Labor’s authority exceeds that of Congress, complaining that the NDAA “usurped” the 
secretary’s authority to determine which providers are subcontractors under the laws that OFCCP 
enforces (see OFCCP’s Resp. to ARB’s Request for Briefing on the Impact of Sec. 715 of the 
NDAA, ARB Case No. 1 1-OH (filed Mar. 1 3, 2012)). 

The ARB initially rejected the OFCCP’s arguments. In response to the agency’s petition for a 
rehearing, however, the ARB reversed its previous stance and ultimately agreed that the NDAA 
did not entirely foreclose the OFCCP’s assertion of jurisdiction over Florida Hospital. Five 
years after the agency first brought its action, the case remains pending before an administrative 
law judge (ALL) to determine whether TRICARE reimbursements constitute a federal contract or 
federal financial assistance, over which the OFCCP does not have jurisdiction. 
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The OFCCP’s persistent attempts to circumvent the NDAA confirm the need for legislation that 
places clear limits on the agency’s jurisdiction. The Protecting Health Care Providers from 
Increased Administrative Burdens Act unambiguously states that the OFCCP cannot treat 
hospitals and other health care providers as federal contractors or subcontractors simply because 
the government reimburses them for providing health care services to participants in TRJCARE, 
the FEHBP or any other federally funded health benefit program. At the same time, H.R. 3633 
would not interfere with the OFCCP’s rightful jurisdiction over hospitals and other health care 
providers that have voluntarily entered into government contracts and subcontracts. These 
organizations would still be subject to the affirmative action regulations enforced by the agency. 


H.R. 3633 Will Prevent Needless and Costly Litigation over the 
Classification of Health Care Providers as Federal Subcontractors 

The OFCCP’s proposed alternative to the clear boundaries set by H.R. 3633 is a “case by case” 
approach to determining the federal subcontractor status of health care providers. Disturbingly, 
the agency has not articulated any clear standards that would govern this ad hoc approach, 
stating only that it will act “in keeping with its regulatory principles . . . and OFCCP case law.” 
This vague explanation inevitably will lead to confusion and jurisdictional disputes. Indeed, 
under the OFCCP’s approach, the vast majority of hospitals and health care providers are 
unlikely to realize that they may be considered federal subcontractors until the OFCCP notifies 
them of an impending compliance audit. This outcome is particularly unfair given that many 
hospitals agreed to participate in federally funded health benefit programs with the understanding 
that they would not thereby become subject to OFCCP jurisdiction. For example, in UPMC 
Braddock, the hospitals’ HMO contracts explicitly provided that they were not federal 
subcontractors. 

While the OFCCP has refused to offer any identifiable standard forjudging who is a federal 
subcontractor, the agency’s prior statements indicate that it will attempt to distinguish between 
hospitals that have entered into traditional fee-for-service agreements and those that participate 
in so-called “managed care” components of TRICARE, the FEHBP and Medicare Parts C and D. 
“Managed care” includes agreements between hospitals and health maintenance organizations 
(HMOs), preferred provider organizations (PPOs) and similar health plans, which make the 
provision of health care services a contract requirement. The OFCCP contemplates that hospitals 
providing services under these types of agreements are federal subcontractors subject to its 
jurisdiction. By contrast, the OFCCP has not asserted - and, given the Bridgeport decision, 
cannot assert - jurisdiction over participants in fee-for-service plans. 

Unfortunately for America’s hospitals, the OFCCP’s position sets up a distinction without a 
difference. From the perspective of hospitals, fee-for-service plans, HMOs and PPOs are simply 
different mechanisms for accomplishing the same goal of reimbursing the health care providers 
for delivering care to patients. A hospital’s responsibilities to care for a patient do not vary in 
any material way depending on the type of plan in which that patient is enrolled. Indeed, the 
only real difference for a hospital between providing care for a patient covered by an HMO and a 
patient covered by a fee-for-service plan is likely to be the contracted reimbursement rate. While 
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the plan administrators of managed care plans may have different responsibilities with respect to 
their covered participants than administrators of a fee-for-service plan, those administrator 
responsibilities generally are not passed through to the hospitals. Regardless of the type of plan 
involved, the role of the hospital remains the same, i.e., to provide care for the patient. 

Even assuming, arguendo, that the OFCCP has articulated a meaningful distinction, it cannot 
explain how this distinction will practically be applied. Private pure fee-for-service plans, with 
no “managed” components to control costs, are on the verge of extinction. The plans that remain 
vary widely in organization and administration. 

The three federally funded health benefit plans at issue are no exception to this trend. Together, 
they offer federal employees, retirees and their families hundreds of plan options, many of which 
include both fee-for-service and managed care components. TRICARE, for example, offers an 
overlapping mix of more than 1 0 plan options, including a traditional fee-for-service option 
(containing little, if any, managed care components), PPOs and HMOs. The FEHBP includes 
almost 300 plan options, running the gamut from pure indemnity plans to restrictive HMOs, with 
numerous options in between. Medicare includes both traditional indemnity plans under Parts A 
and B, as well as managed care components under Parts C and D. 

The OFCCP has provided no guidance regarding which of these health plan options contain 
sufficient elements of “managed care” such that the participating hospital would be considered a 
federal subcontractor. As the examples of Florida Hospital and UPMC Braddock demonstrate, 
it could take years to resolve this lack of clarity through litigation - if a resolution is possible at 
all. In the meantime, hospitals that receive audit demands based on their participation in 
federally funded health benefit programs are presented with a Hobson’s choice between 
submitting to the OFCCP’s burdensome regulations or spending years bogged down in costly 
legal proceedings. 

Congress must act to define clearly the OFCCP’s jurisdiction before additional hospitals are 
forced to bear these unnecessary expenses. H.R. 3633 will resolve the ambiguities that the 
OFCCP has created and curtail further litigation by clarifying that a hospital providing care 
under Medicare or through any of the plans offered by FEHBP or I'RICARE is not considered a 
federal subcontractor based on this fact alone. 


H.R. 3633 Removes Obstacles to Providing Health Care Services to 
Members of the Military, Federal Employees and Their Families 

The OFCCP’s expansionist agenda is forcing hospitals to make another difficult choice: whether 
to risk providing care to military service members and federal employees at all. As set forth 
above, hospitals that choose to continue providing care to FEHBP and TRICARE participants 
may be required to expend significant additional resources to comply with the OFCCP’s 
complex regulatory scheme - even though these hospitals themselves hold no contracts with the 
federal government. The AHA previously explained in testimony to this committee that 
hospitals can spend hundreds of hours and tens of thousands of dollars simply updating and 
maintaining the Affirmative Action Plan required by the OFCCP. This time and capital 
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expenditure increases dramatically during audit years, and the OFCCP is conducting compliance 
reviews with increasing regularity.^ 

These additional administrative costs divert vital resources from hospitals’ central mission of 
providing quality patient care. Faced with the risk of these increased burdens, some hospitals 
may decide to stop providing services to participants in TRICARE or the FEHBP, thus limiting 
the health care options available to federal employees, service members, and their families. 

This possibility is particularly distressing given that the Department of Defense has already 
recognized and reported a trend that fewer health care providers are accepting new TRICARE 
patients.^ The National Military Family Association (NMFA) recently warned Congress that a 
lack of long-term willingness by providers to remain in the TRICARE network could negatively 
affect beneficiary access in future years. The NMFA noted that providers have complained of 
uncertainties over the added requirements and expenses that their participation in TRJCARE 
could incur.'* The Military Officers Association of America, the nation’s largest association of 
military officers, concurs in this assessment, proclaiming that “action is urgently needed to 
attract more providers to participate in TRICARE.”^ Yet despite this appeal, the OFCCP 
continues to seek to increase the cost of TRICARE participation by requiring some unspecified 
number of providers to comply with its affirmative action regulations. 

Congressional action is needed to ensure that the OFCCP does not overstep its bounds and, in so 
doing, reduce access to quality and convenient care for service members, federal employees and 
their families. By clarifying that a hospital or other health care provider will not be subject to a 
crushing regulatory burden simply because it provides health care services to TRICARE or 
FEHBP participants, H.R. 3633 removes the disincentives that hospitals now have to treat 
patients who get their health insurance through a federally funded program. 


Conclusion 

At a time when lowering health care costs is one of the nation’s top policy concerns, the OFCCP 
is making an aggressive jurisdictional land grab that will increase the administrative costs for 
hospitals and other health care providers. This assertion of jurisdiction runs counter to federal 
statutes, the regulations of OFCCP’s sister agencies, and plain common sense. The AHA urges 
Congress to end the uncertainty that the OFCCP has created by passing H.R. 3633 and clarifying 
once and for all that participation in a federally funded health benefit program does not subject 
health care providers to OFCCP jurisdiction. 


2 2013 Testimony, supra n. 1, at 9-11 (2013). 

3 GAO Report 13-364, TRICARE Multiyear Surveys Indicate Problems with Access to Care for NonenroUed 
Beneficiaries (Apr. 2013], available at littp://www.gao.pov/asspts/66n /6334R7.pflf . 

* Hearing Before the Subcomm. on Personnel, Senate Armed Services Comm., 113th Cong. 11-12 (2013) 
(Statement of the National Military Family Association), available at 

hHp;//\yww.niil. i t aryfamilv.org/assets/pdf/Testinionv/NMFA-SASC-Persnnnel-tpstimnnv-4-17-13.pHf 
= Military Officers Association of America, TRICARE Prime and TRICARE Standard Improvements (Jan. 8, 2014), 
available at 

https:/Avww.moaa.org/Ma in M e nu/Take Action/Top Lssues/Serving in Uniform/TRICARK Prime and TRI 
CARE Standard Imnrovements.html . 
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Chairman Walberg. Thank you. 

And now we turn to Mr. Carrato for your five minutes of testi- 
mony. Thank you. 

STATEMENT OF MR. THOMAS CARRATO, PRESIDENT, HEALTH 
NET FEDERAL SERVICES, ARLINGTON, VA 

Mr. Carrato. Great. Chairman Walberg, Ranking Member 
Courtney, distinguished members of the Committee, thank you for 
the opportunity to testify on efforts to expand the jurisdiction of 
the Office of Federal Contract Compliance Programs. Classifying 
TRICARE network providers as federal subcontractors poses sig- 
nificant issues for the TRICARE program, our network providers, 
and the beneficiaries we jointly serve. Appreciate the opportunity 
to address this issue today. 

Health Net Eederal Services provides physical and behavioral 
health care services to the Department of Defense and the Depart- 
ment of Veterans Affairs, among others. These programs include 
TRICARE, the DOD’s Military Family Life Counseling Program, 
and the VA’s patient-centered Community Care Program. We have 
watched the legal action involving OFCCP with great concern. I 
don’t want to focus on legal arguments or litigation. The issue I 
want to address is how will OFCCP’s position affect TRICARE 
beneficiaries and our ability to provide military members and their 
families access to high-quality providers, especially in locations far 
from military treatment facilities. Our primary concern is not a 
legal point or an argument about the limits of an agency’s jurisdic- 
tion, but how can we best serve our customer and our beneficiaries. 

OFCCP has asserted that providers of health care services in our 
managed care networks are federal subcontractors. We firmly be- 
lieve that they are not subcontractors, and that any attempt to 
classify them as such will have significant negative impact on the 
ability of TRICARE beneficiaries to obtain high-quality accessible 
medical care. The risk for TRICARE is twofold. The first is that we 
will have difficulty getting providers to join our networks. Pro- 
viders sign contracts with us and not the federal government. They 
may not be willing or able to shoulder the additional burdens of 
OFCCP compliance. 

The second risk is that if OFCCP is successful, instead of assum- 
ing the burden of compliance, providers will leave our networks. 
There are 55 sole community hospitals and 151 critical access hos- 
pitals in our TRICARE network. If any of those left it would leave 
a significant gap in access that would impact military families and 
the military member. We require all of our providers, as part of 
their contract, to adhere to all state, federal and local laws, includ- 
ing any applicable affirmative action laws. We believe expanding 
OFCCP’s jurisdiction over TRICARE will make it more difficult to 
build and retain provider networks. 

Ultimately, this will mean fewer options for the military mem- 
bers, families and retirees who rely on TRICARE, and will signifi- 
cantly limit their ability to obtain the level of care they need from 
a provider of their choice. Health Net believes that to ensure mili- 
tary beneficiaries have ready access to needed health care services 
providers in TRICARE networks must be exempted from the 
OFCCP regulation. The uncertainty that currently exists in the law 
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continues to negatively affect our ability to provide high-quality, 
accessible health care for millions of our nation’s most deserving 
citizens, the men and women of our uniform services, and their 
families. 

Thank you for your time. I am prepared to answer any questions 
you may have. 

[The statement of Mr. Carrato follows:] 
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Testimony by Thomas Carrato, President, Health Net Federal Services before the Education and the Workforce Committee, March 13, 201 4 


Biography of RADM Thomas Carrato. USPHS (Ret.) 

Thomas Carrato is President of Health Net Federal Services, responsible for the daily leadership and 
management of Health Net's Government Services Division. His responsibilities include the management 
and oversight of Health Net’s Department of Defense and Department of Veterans Affairs lines of 
business including the DoD's TRiCARE program for the North Region and the worldwide Military & 

Family Life Counseling contract. 

Mr. Carrato has over 30 years of experience, success and accomplishments in both the public and 
private health care sector as senior executive, chief operating officer and clinician. He served as 
Assistant Surgeon General of the United States, Regional Health Administrator for the U.S. Department 
of Health and Human Services, Deputy Assistant Secretary of Defense for Health Plan Administration, 
and Group Vice President for a publicly traded government services company. Mr. Carrato joined Health 
Net in March 2006 as Vice President and DoD Program Executive. 

Previously, Mr. Carrato served as Deputy Assistant Secretary of Defense for Health Plan Administration 
and Executive Director of the TRICARE Management Activity where he directed and managed worldwide 
operations and performance of the TRICARE health plan. In an earlier role as the Department of Health 
and Human Services’ Regional Health Administrator for Region IV, Mr. Carrato was the Department's 
principal representative, providing advice and participating in policy development and implementation 
of key health care initiatives in the southeastern United States. He managed regionally based programs 
of the Office of Public Health and Science including the Offices of Emergency Preparedness, Minority 
Health, Women’s Health, and Population Affairs. 

Mr. Carrato holds a Master of Science in Accounting from Georgetown University and is a licensed 
Certified Public Accountant. In addition, he holds a Master of Social Work from the University of South 
Carolina and Is a licensed clinical social worker. 

Mr. Carrato, retired as a Rear Admiral in the Commissioned Corps of United States Public Health Service. 
His decorations include the Defense Distinguished Service Medal and the Public Health Service 
Distinguished Service Medal. 
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Testimony by Thomas Carrato, President, Health Net Federal Services before the Education and the Workforce Committee, March 13, 2014 


Health Net Federal Services. LLC Corporate Profile 

In partnership with DoD, Heaith Net Federal Services, LLC serves as the Managed Care Support 
Contractor in the TRiCARE North Region, providing health care and administrative support services for 
three million active-duty family members, military retirees and their dependents in 23 states. We also 
deliver a broad range of customized behavioral health and wellness services to military services 
members and their families, including Guardsmen and reservists. These services include the Military and 
Family Life Counseling (MFLC) Program providing non-medical, short-term problem solving counseling, 
rapid response counseling to deploying units, embedded counselors in military units, and reintegration 
counseling. 

In collaboration with VA, Health Net supports Veterans' physical and behavioral health care needs 
through Community Based Outpatient Clinics (CBOCs) and the Patient-Centered Community Care (PCCC) 
Program. PCCC provides eligible veterans with coordinated, timely access to health care through a 
comprehensive network of approved non-VA specialty care providers. Health Net administers PCCC in 
three of the six PCCC regions covering all or parts of 37 states; Washington, DC; Puerto Rico; and the 
U,S, Virgin Islands, 
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Testimony by Thomas Carrato, President, Health Net Federal Services before the Education and the Workforce Committee, March IS, 2014 


Testimony of Mr. Thomas Carrato 

Chairman Walberg, Ranking Member Courtney, Members of the committee, thank you for the 
opportunity to testify on efforts to expand the jurisdiction of the Office of Federal Contract Compliance 
Programs (OFCCP). Classifying TRICARE network providers as federal subcontractors poses significant 
issues for the TRICARE program, our TRICARE network providers and the beneficiaries we Jointly serve. I 
appreciate the opportunity to address this issue in this forum. 

Health Net Inc. (Health Net) is a publicly traded company delivering health care insurance and health 
care coverage in the public and private sectors to over 5.3 million beneficiaries in 39 states, the District 
of Columbia, and multiple U.S. territories. Health Net Federal Services, LLC, a wholly owned subsidiary of 
Health Net, has been a managed care support (MCS) contractor for Department of Defense (DoD) 
programs for 26 years. Through our programs. Health Net Federal Services provides physical and 
behavioral health care services to the Department of Defense and the Department of Veterans Affairs 
(VA), among others, including TRICARE, the DoD Military & Family Life Counseling program, VA's Patient 
Centered Community Care program, and several VA Community Based Outpatient Clinics (CBOCs). 

We have watched with great interest and concern as the legal action between OFCCP and Florida 
Hospital of Orlando has progressed through the administrative law process. The issues addressed by the 
Administrative Law Judge and Administrative Review Board have focused on two questions: 1) whether 
the providers in the networks of TRICARE managed care support contractors are performing the tasks or 
functions necessary to the performance of the TRICARE contract and 2) whether TRICARE is a Federal 
Financial Assistance (FFA) program. Those issues are currently the subject of litigation, and I don’t want 
to focus on the legal arguments in that litigation. The issue that I would like to address is "How will the 
OFCCP's position affect TRICARE beneficiaries and our ability to provide military members and their 
families access to high quality providers, especially in rural areas and areas far from military treatment 
facilities (MTF)?" The primary concern for us is not a legal point or an argument about the limits of an 
agency's jurisdiction, but simply how we can best serve our customer and our beneficiaries. 

OFCCP has asserted that the providers who make up our managed care networks and provide health 
care services to TRICARE beneficiaries are federal subcontractors. We firmly believe that they are not 
subcontractors and, more importantly for my comments today, that any attempt to classify them as 
such will have significant negative impact on the ability of TRICARE beneficiaries to obtain high quality, 
accessible medical care. 

We build networks of providers for the TRICARE program. Those providers see patients and provide 
treatment and medical care. We build these networks in areas that are urban and rural, densely 
populated and sparsely populated. Many of our providers are large hospitals and medical groups. There 
are also several thousand providers in our network that may fit into the category of smaller providers for 
whom compliance with OFCCP requirements would be cost prohibitive. We fear, and legitimately so, 
that these providers may be forced to stop providing services to military beneficiaries under the 
TRICARE program because they cannot bear the administrative costs and burdens associated with 
providing that service if they are deemed "subcontractors" for OFCCP purposes. 
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The risk for TRICARE providers and, by extension, TRICARE beneficiaries and the TRICARE program is 
twofold. The first risk is that managed care support contractors will have difficulty getting providers to 
join our networks. Providers execute provider agreements with us for the provision of health care 
services and not the federal government; they may not be willing or prepared to shoulder the additional 
burdens of federal contractor compliance. The second risk is the real possibility that providers will leave 
TRICARE contractor networks instead of assuming the burden of OFCCP compliance. There are 55 sole 
community hospitals (SCH) and 151 critical access hospitals in our TRICARE network. If any of those 
hospitals left our network, it would leave a significant gap in access that would impact military members 
and their families. 

In addition to the two risks to the TRICARE program, there potentially is a third risk: expansion of OFCCP 
regulation, or even simply the threat of expansion, to other health care programs in other agencies. As 
an example of these risks, a large hospital group that is part of our TRICARE network has approached us 
with concerns over OFCCP regulation. That same hospital group has not joined our preferred provider 
network designed to support other government programs, including Department of Veterans Affairs 
programs that provide access to care for veterans, due to concerns about potential OFCCP regulation 
there as well. 

The American Hospital Association did an excellent Job of detailing what compliance entails in their 
previous testimony before this committee. The AHA also has done an excellent job detailing the costs of 
OFCCP compliance, both in terms of time and capital, something with which we are intimately familiar 
as a federal contractor. 

Notwithstanding the issue of OFCCP compliance, we require our providers as part of their contract with 
us to adhere to any and all state, federal, and local laws that apply to them and their operations, which 
would include any applicable affirmative action laws. For example, private employers with 15 or more 
employees are subject to the stringent anti-discrimination laws of Section 504 of the Rehabilitation Act 
and Title VI of the Civil Rights Act of 1964, enforced by the Office of Civil Rights of the Department of 
Health and Human Services. The TRICARE regulation (32 CFR 199) explains that payment will not be 
made to a provider found to "practice discrimination in the admission of patients to its services on the 
basis of race, color, or national origin." 

We believe expanding OFCCP's jurisdiction over TRICARE will make it much more difficult to build and 
retain provider networks. Ultimately, this will mean fewer options for the military members, families, 
and retirees who rely on TRICARE. We believe it will limit their ability to obtain the level of care they 
need from a provider of their choice. As the administrative burdens of participating in TRICARE outpace 
the benefits, it will become increasingly difficult to recruit and retain highly qualified practitioners in- 
network. This effect will be felt most prominently in rural and sparsely populated regions where there 
already are shortages of providers and managed care support contractors already face difficulty with 
recruitment and retention, it will also have significant impact on our ability to provide services that are 
already in critically short supply such as psychiatry, neurosurgery, and dermatology. Programs such as 
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VA's Patient-Centered Community Care program that employ a similar model to TRICARE could face 
similar difficulties attracting and retaining providers. 

Health Net believes that in order to ensure military beneficiaries have ready access to needed health 
care services providers in TRICARE networks must be exempted from OFCCP regulation. While we 
believe that ultimately the courts will agree with the position that industry and the Department of 
Defense have taken - that TRICARE providers do not satisfy the OFCCP’s definition of a subcontractor - 
the uncertainty that currently exists in the law continues to negatively affect our ability to provide high- 
quality, accessible health care for millions of our nation’s most deserving citizens, the men and women 
of our armed forces and their families. Thank you for your time. I am prepared to answer any questions 
that you might have for me. 
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Chairman Walberg. Thank you. 

Ms. Graves, we recognize you for your five minutes of testimony. 
Thank you for being here. 

STATEMENT OF MS. FATIMA GOSS GRAVES, VICE PRESIDENT 

FOR EDUCATION AND EMPLOYMENT, NATIONAL WOMEN’S 

LAW CENTER, WASHINGTON, D.C. (MINORITY WITNESS) 

Ms. Graves. Thank you. Thank you, Chairman Walberg, Rank- 
ing Member Courtney and distinguished members of the sub- 
committee. Thank you for the opportunity to testify today on the 
important topic of civil rights obligations of federal contractors and 
subcontractors. 

Over the last 40 years, the National Women’s Law Center has 
been involved in virtually every major effort to secure and defend 
women’s legal rights and equal opportunity in the workplace. And 
I am pleased to continue that work today by speaking about the 
key role that civil rights enforcement plays in ensuring equal op- 
portunity for American workers. 

I will begin with some background on the Office of Federal Con- 
tracts Compliance Programs enforcement. For nearly 50 years, the 
federal government has operated with the long-standing principle 
that companies that have the privilege of profiting from doing busi- 
ness with the federal government should not be permitted to dis- 
criminate in employment. 

And this is for good reason. The taxpayer dollars used to buy 
goods and services from companies simply should not support dis- 
crimination. And the many federal contractors that play by those 
rules should not have to compete at a disadvantage with those who 
do discriminate. So the important work done by OFCCP in enforc- 
ing these nondiscrimination obligations also helps employers tap 
into a diverse pool of talent that leaves them and the broader econ- 
omy stronger. OFCCP’s measures require that federal contractors 
take notice of race and gender and disability and protected veteran 
status in the course of formulating policies designed to foster equal 
opportunity. 

These measures require that contractors not discriminate, that 
they take affirmative steps to ensure a diverse workplace, and that 
they document these steps. And these steps are directly related to 
increasing employment opportunities and ensuring nondiscrimina- 
tion. By requiring that contractors take appropriate steps to docu- 
ment employment practices, OFCCP is able to affirmatively assess 
whether there are indicators of discrimination. And in turn, 
through the process of record-keeping and data collection and anal- 
ysis, an employer can engage in a self-evaluation that may prompt 
it to self-correct its own unfair practices. 

And at the very least, both OFCCP and federal contractors will 
have the data that they need to track progress in providing equal 
employment opportunities. It is worth noting that few contractors 
are actually subject to an OFCCP affirmative compliance review. 
Only about 4,000 compliance reviews are conducted each year out 
of about 170,000 contractor establishments, which amounts to 
around a 2 percent chance of being reviewed. And only federal con- 
tractors and subcontractors that have at least 50 employees and at 
least 50,000 in contract dollars are required to develop affirmative 
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action plans. These are the plans that help contractors identify and 
analyze potential problems in the contractor’s workforce. 

So the systematic approach to civil rights complaints that 
OFCCP takes, both historically and currently, helps to improve op- 
portunities for a wide range of workers. Studies that have assessed 
the effective Executive Order 11246 have indicated that the make- 
up of federal contract workforces changed significantly in the years 
following the issuance of the executive order. One study of over 
70,000 federal contractors found that female employment by federal 
contractors increased by over 15 percent between 1974 and 1980, 
while it rose by only 2 percent in non-federal contractor settings. 

And throughout the years, OFCCP has implemented a number of 
initiatives that have aided in the integration of the workforce in in- 
dustries such as construction, in higher education, mining, ensur- 
ing opportunity in sectors with long histories of unfair treatment 
in hiring, promotion, and compensation. For example, in 1975, pur- 
suant to a legal settlement reached with the National Women’s 
Law Center, OFCCP targeted hiring and employment practices for 
women in colleges and universities around the country, improving 
opportunities for women in higher education. 

And it is measures like these that have really strengthened 
American businesses considerably and made them more effective. 
Moreover, OFCCP’s current strategic priorities, especially its focus 
on pay discrimination, its focus on opening opportunities in high- 
wage occupations like construction, the new regulations for vet- 
erans and for persons with disabilities, these all follow in that 
same tradition. In sum, the key role that OFCCP has played in im- 
proving economic security for workers and their families really can- 
not be overstated. The OFCCP process has expanded opportunities 
for workers over time, has made federal contracting more efficient, 
and has strengthened businesses. 

Thank you again for the opportunity to be here today, and I look 
forward to any questions. 

[The statement of Ms. Graves follows:] 
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Chairman Walberg, Ranking Member Courtney, and members of the Subcommittee: 

Thank you for the opportunity to testify before the Subcommittee on the important topic of the 
civil rights obligations of federal contractors and subcontractors. Over the last 40 years, the 
National Women’s Law Center has been involved in virtually every major effort to secure and 
defend women’s legal rights to equal opportunity in the workplace. I am pleased to continue that 
work today by speaking about the key role that civil rights enforcement plays in ensuring equal 
opportunity for American workers, and a stronger, more diverse federal contractor workforce. 

1) Background on the Office of Federal Contract Compliance Programs. 

For nearly fifty years, the federal government has operated with the longstanding principle that 
companies that have the privilege of profiting from doing business with the federal government 
should not be permitted to discriminate in employment. This is for good reason ~ the taxpayer 
dollars used to buy goods and services from companies simply should not support 
discrimination. And the many federal contractors that play by the rules should not have to 
compete at a disadvantage with those that discriminate. The important work done by the Office 
of Federal Contracts Compliance Programs (OFCCP) in enforcing these nondiscrimination 
obligations helps employers tap into a diverse pool of talent that will leave them and the broader 
economy stronger. 

OFCCP administers and enforces the civil rights of all those employed by federal contractors and 
subcontractors, covering approximately one-fourth of the civilian workforce, and more than 
200,000 businesses with contracts totaling almost $700 billion. Its authority includes Executive 
Order 11246, which prohibits government contractors from discriminating in employment 
decisions on the basis of race, color, religion, sex, or national origin, and also requires 
contractors to take affirmative action to ensure that equal opportunity is provided in all aspects of 
employment. In addition to the Executive Order, OFCCP’s jurisdiction extends to enforcement 
of Section 503 of the Rehabilitation Act, which requires nondiscrimination and affirmative 
action for qualified individuals with disabilities, and the Vietnam Era Veterans Readjustment 
Assistance Act (VEVRAA), which requires nondiscrimination and affirmative action for special 
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and disabled veterans of any war, campaign, or expedition in which a campaign badge has been 
authorized. 

One of the distinguishing features of OFCCP enforcement is its in-depth compliance reviews. 
OFFCP is not limited to merely responding to complaints - it proactively addresses 
discrimination by bringing systemic investigations, conducting compliance reviews of selected 
contractors, and providing guidance to contractors on affirmatively promoting equal opportunity 
in the workplace and complying with the laws under its jurisdiction. By focusing on large, 
systemic problems, OFCCP has ensured that workers receive fair treatment in hiring and 
promotions and that the employment decisions made by contractors reflect our society’s 
nondiscrimination norms. 

OFCCP’s affirmative action measures require that federal contractors that have the privilege of 
doing business with the federal government take notice of race and gender in the course of 
formulating policies designed to foster equal opportunity. Put simply, these measures require that 
contractors 1) not discriminate, 2) take affirmative steps to ensure a diverse workplace, and 3) 
document these steps. These provisions essentially require self-analysis, recordkeeping, and 
reporting. 

The steps required to comply with an OFCCP audit are directly related to increasing employment 
opportunities and ensuring nondiscrimination. By requiring that contractors take appropriate 
steps to document employment practices, OFCCP is able to affirmatively assess whether there 
are indicators of discrimination. In turn, through the process of record-keeping, data collection 
and analysis, an employer can engage in a self-evaluation that may prompt it to correct unfair 
practices. At the very least, both OFCCP and federal contractors will have the data that they 
need to track progress in providing equal employment opportunities. 

Moreover, few contractors are ever subject to an OFCCP affirmative compliance review. Only 
about 4,000 compliance reviews are conducted each year. Phis means that contractors have about 
a 2 percent chance of being reviewed - an extremely small percentage when contrasted with 700 
billion spent in federal contract dollars. 

2) Civil rights enforcement is especially important during difficult economic times. 

The most recent data on women and families economic stability shows that, although the 
economy continued its slow recovery in 2012, poverty rates for most groups were statistically 
indistinguishable from 2011, leaving poverty among women and children at or near historically 
high levels. Poverty rates for women were once again higher than for men, and were especially 
high for women of color, women who head families, foreign-born women, and women 65 and 
older living alone. The gender wage gap was unchanged for the year and the decade, 
undermining women’s ability to support themselves and tlieir families. And income inequality 
remained stark. 

These statistics highlight what’s at stake for workers seeking to obtain employment in this 
lopsided recovery. Although women are typically paid less than men in the same occupation, 
occupational segregation - the fact that the work women do is undervalued because it is 
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women’s work - also contributes to women’s economic insecurity. Fields like construction and 
manufacturing that are nontraditional for women and minorities typically offer higher pay, 
higher benefits, and more opportunities for advancement than do traditionally female fields. 
Indeed, in the construction workforce, earnings can be 30 percent higher than in occupations 
traditionally held by women,' yet women make up only 2.6 percent of construction workers.^ 
And women of color hold only a tiny percentage of the jobs in these fields, comprising less than 
one percent of each workforce. Detecting and eliminating discriminatory barriers to employment 
- especially in high-wage fields - is therefore essential for women and their families. 

Moreover, unequal access to high-paying jobs is compounded by broader pay disparities between 
male and female workers. Although the wage gap has narrowed since 1964, when women 
working full-time earned approximately 59 cents for every dollar earned by men,^ the gap 
persists and has remained stagnant over the last decade. According to the most recent data 
available from the U.S, Census Bureau, the typical woman working full-time made only 77 
percent of male full-time workers’ earnings.”' The wage gap is even larger for many women of 
color, who make only 64 cents (African American women) and 54 (Hispanic women) cents on 
the dollar when compared to white, non-llispanic men.'’ Moreover, unequal pay harms women 
and their families even after women leave the Jobs that pay them less, as the persistence of the 
wage gap results in women’s loss of retirement income and lower savings. 

3) Civil Rights Enforcement Ensures Better Opportunities for Women and Minorities. 

Which in Turn Increases the Effectiveness of American Businesses. 


The federal government’s historic and current role in addressing discrimination has improved 
opportunities for a wide range of workers. Into the 1960s, “[wjhole industries and categories of 
employment were, in effect, all-white, all-male.”® Studies that assessed the effect of Executive 
Order 11246 indicate that the makeup of the federal contractor workforce changed significantly 
in the years following the Executive Order.’ One study of over 77,000 federal contractors found 
that female employment by federal contractors increased by 15.2 percent between 1974 and 
1 980, while it rose by only 2.2 percent in non-federal contract settings.® Another study of 86,000 
federal contractors found that both minority and female employment increased significantly 
faster in contractor than in noncontractor establishments in those same six years: 12 percent 
faster for black females, 4 percent faster for black males, and 8 percent fa.ster for other minority 
males.^ 

Throughout the years, OFCCP has implemented a number of initiatives that have aided in the 
integration of the workforce in industries such as construction, higher education, and mining, 
ensuring equal opportunity for women in sectors with a long history of unfair treatment in hiring, 
promotions, and compensation. For example, in 1975, pursuant to a legal settlement reached with 
the National Women’s Law Center, OFCCP targeted hiring and employment practices for 
women in colleges and universities around the country, improving opportunities for women in 
higher education.'" 

Measures like these have strengthened American businesses considerably and made them more 
effective. A body of social science research has shown that diverse workforces perform better 
than more homogenous workforces on a variety of measures, such as enhanced innovation, team 
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productivity, and quality decisionmaking." Teams that bring together employees with a diverse 
range of perspectives and expertise improve business productivity on a range of measures. These 
teams are “more innovative, can develop clearer strategies, can respond more aggressively to 
competitive threats, and can be quicker to implement certain types of organizational change than 
functionally homogeneous teams.”'^ As the racial and ethnic makeup of the United States 
changes rapidly and American businesses extend into ever-diversifying global markets, major 
American corporations have expressed broad consensus about the importance of a workforce 
exposed to a diverse environment.'^ 

♦ * * 

The key role that OFCCP has played in improving economic security for workers and their 
families cannot be overstated. It is the key agency in ensuring that federal dollars are not wasted 
on discrimination and that companies that have the great privilege of doing business with the 
federal government do not discriminate and take steps to achieve a diverse workforce. This 
process in turn has expanded opportunities for workers over time, has made federal contracting 
more efficient, and has strengthened businesses. 


' NWLC calculations from Bureau of Labor Statistics, Current Population Survey, 201 1 Annua! Averages, Table 39. 
Median weekly earnings of full-time wage and salary workers by detailed occupation and sex, available at 
http://www.bls.gov/cps/cpsaat39.pdf. 

■ Bureau of Labor Statistics, Current Population Survey, 2013 Annual Averages, Table H. Employed persons by 
detailed occupation, sex, race, and Hispanic or Latino ethnicity, available at http://www.bls.gov/cps/cpsaatl l.pdf 
^ NWLC calculations from U.S. Census Bureau, Census Bureau CPS Data (ASEC), Historical TbI. P-38: Full-Time, 
Year-Round Workers by Median Earnings and Sex in 1964, available at 

http://www.census.gOV/iihes/www/income/data/historicaI/people/index.htm] {last visited Oct. 4. 2011). 

^ National Women’s Law Center (NW’LC) calculations from U.S. Census Bureau, Current Population Survey, 20 1 3 
Annual Social and Economic Supplement, Table PINC-OS: Work Experience in 2012 - People 15 Years Old and 
Over by Total Money Earnings in 2012, Age, Race, Hispanic Origin, and Sex, available at 
htlp;//www.census.gov/hhes/www/cpstables/032013/perinc/pinc05_000.htm 
(last visited Oct. 18, 2013). 

^ Id 

^ George Stephanopoulos & Christopher Edley, Jr., Affirmative Action Review (1995), available at 
http://clinton4.nara.gOv/WH/EOP/OP/html/aa/aa-Iett.html; see generally 

Desmond King, Separate and Unequal; Black Americans and the U.S. Federal Government (1995). 

^ See Jonathan S. Leonard, The Impact of Affirmative Action on Employment, 2 J. of Labor Econ. 439 (1984) 
[hereinafter Leonard]; Sacha E. de Lange, Toward Gender Equality: Affirmative Action, Comparable Worth, and the 
W omen 's Movement, 3 1 N.Y.U. Rev. L. & Soc. Change 3 1 5, 328 (2007) (citing Citizens’ Commission on Civil 
Rights, Affirmative Action to Open the Doors of Job Opportunity: A Policy of Fairness and Compassion That Has 
Worked 123-24 (1984)) [hereinafter Citizen’s Commission]. 

^ See generally, Leonard. 

See generally, Citizen’s Commission. 

WEAL V. Weinberger, Civ. No, 74-1720 (D.D.C., filed Nov. 26, 1974), subsequently WEAL v. Califano. 
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‘ ' See. e.g. Cedric Herring, Does Diversity Pay?: Race. Gender, and the Business Case for Diversity. 74 Am. 
Sociological Rev. 208, 219 (2009). 

'■ J. Stuart Bunderson & Kathleen M. Sutcliffe, Comparing Alternative Conceptualizations of Functional Diversity 
in Management Teams: Process and Performance Effects., 45 Acad. Mgmt. J. 875, 875 (2002). 

' * Grutter v. Bollinger, 539 U.S. 306. 330 (2003) (‘These benefits are not theoretical but real, as major American 
businesses have made clear that the skills needed in today's increasingly global marketplace can only be developed 
through exposure to widely diverse people, cultures, ideas, and viewpoints.”). 
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Chairman Walberg. Thank you. 

Now, Mr. Goldstein, we recognize you for your testimony. 

STATEMENT OF MR. DAVID GOLDSTEIN, SHAREHOLDER, 
LITTLER MENDELSON P.C., MINNEAPOLIS, MN 

Mr. Goldstein. Thank you. Chairman Walherg, Ranking Mem- 
ber Courtney, distinguished members of the Committee. Thank you 
for this opportunity to testify. I have a deep personal sense of the 
importance and the history of this Congress. And, accordingly, it is 
a great honor to be here today. 

I am a shareholder in the Minneapolis office of Littler 
Mendelson. I am speaking to you today on my own behalf and not 
on behalf of my firm. I have represented government contractors in 
connection with OFCCP compliance for over 25 years. Like most of 
my clients, I believe in the importance of equal employment oppor- 
tunity and in the importance of diversity in our workplaces. I be- 
lieve it is essential to the success of our businesses. Accordingly 
and, again, like most of my clients, I support the basic mission of 
the OFCCP. 

In recent years, there has been a significant controversy regard- 
ing OFCCP’s efforts to assert jurisdiction over health care pro- 
viders. One of the arguments that the OFCCP has asserted in sup- 
port of jurisdiction over health care providers has been providers’ 
participation in TRICARE, the program designed to provide health 
care benefits to members of the military and their families. Wheth- 
er it is good policy to impose additional regulations on health care 
providers at this time is a question on which reasonable people can 
disagree. Indeed, it appears that there are differences of opinion re- 
garding this issue between executive agencies within the current 
administration. 

The Department of Defense and the Office of Personnel Manage- 
ment have expressed a belief in the importance of being able to 
contract with providers to offer health care services for the military 
and federal employees without having to subject these providers to 
OFCCP’s regulations. These agencies believe, correctly I think, that 
imposing such requirements limits the number of providers that 
are willing to offer such services. The OFCCP, on the other hand, 
believes that it needs to regulate such providers, arguing that it 
can do so without imposing unreasonable burdens. 

Other individuals are testifying today regarding the merits of 
this debate. I am here, though, because I understood this issue to 
have been resolved, at least with regard to TRICARE, when Con- 
gress passed the National Defense Authorization Act for fiscal year 
2012. That measure included language that was widely and reason- 
ably understood as putting an end to this debate by providing that 
the OFCCP could not exercise jurisdiction based on providers’ par- 
ticipation in TRICARE. This was a very important outcome be- 
cause it appeared to provide health care providers with certainty, 
and allowed them to decide what to do. 

I can tell you that during this period of uncertainty regarding 
OFCCP jurisdiction my colleagues and I spent a great deal of time 
discussing with health care clients the costs and burdens that come 
with OFCCP compliance. We see, we actually see, health care pro- 
viders making decisions not to participate in TRICARE and in 
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other programs and arrangements because the costs of compliance 
are simply greater than the benefits of participation. And we are 
talking not only about financial costs of compliance, but also how 
OFCCP regulations impact the ways in which providers deliver 
services to their patients. 

For now, OFCCP is continuing in its efforts to establish jurisdic- 
tion over TRICARE participants through litigation against a par- 
ticular health care provider, Florida Hospital of Orlando, which has 
disputed OFCCP’s assertion of jurisdiction based on TRICARE. To 
outside observers, the OFCCP’s continued pursuit of TRICARE ju- 
risdiction, even after Congress has acted, is shocking. The Florida 
hospital case is still working its way through administrative pro- 
ceedings. We are likely years away from a final judicial decision. 
In the meantime, providers remain uncertain as to their obligations 
should they agree to participate in TRICARE. 

The interests of health care providers, their patients, including 
members of the military, federal employees and their families, as 
well as taxpayers would be best served by a final resolution — a 
final resolution — of the TRICARE issue. I believe that this final 
resolution came from Congress in December 2011. Ideally, the De- 
partment of Labor would accept this and stop fighting against the 
fact that Congress has already spoken. Absent that, the best option 
would be passage of the Protecting Health Care Providers from In- 
creased Administrative Burdens Act. 

The third best option would be to let the courts finally resolve 
this issue by letting Florida Hospital go through to a resolution. By 
contrast, the proposal offered by the Department of Labor in its let- 
ter of March 11, 2014 represents neither a compromise nor a posi- 
tive step. To the extent that the department’s proposal would not 
end the Florida Hospital litigation and does not represent commit- 
ment by the OFCCP to relinquish its claims of jurisdiction over 
TRICARE participants in non-audit contexts such as complaint pro- 
cedures, nothing is being resolved. On the other hand, the extent 
that the department’s proposal would end the Florida Hospital liti- 
gation and, therefore, prevent a final resolution of the issue in the 
courts, I am personally concerned. 

It has taken more than five years for the Florida Hospital case 
to get to the point where it is now. A final determination may still 
be years away, but at least it is on the horizon. The Department 
of Labor’s proposal, on the other hand, means at least five more 
years of uncertainty. And those are five more years during which 
health care providers are going to remain on the sidelines and not 
participate in programs that may subject them to OFCCP’s juris- 
diction. And finally, accepting this proposal would reinforce a very 
disturbing trend that contractors have seen at the OFCCP in the 
context of compliance reviews, and that is an indifference by the 
agency to the letter of the law when, in its judgment, the letter of 
the law is inconsistent with the agency’s goals. 

Thank you, and I look forward to answering any questions you 
may have. 

[The statement of Mr. Goldstein follows:] 
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Chairman Walberg and Ranking Member Courtney, thank you for the 
opportunity to offer testimony to tlie members of this Committee. I have a deep persona! 
sense of the history and importance of Congress. Accordingly, it is a great honor to 
appear before this Committee today. 

I am a shareholder in the Minneapolis office of Littler Mendelson. I am 
speaking to you today on my own behalf and not on behalf of my firm I have represented 
government contractors in connection with OFCCP compliance for over 25 years. Like 
most of my clients, I believe in the importance of equal employment opportunity. Also, 
like most of my clients, I believe that diversity in the workplace is essential to the success 
of our businesses. Accordingly, like most of my clients, I support the basic mission of 
tlie OFCCP. 

In recent years, there has been significant controversy regarding OFCCP’s 
efforts to assert jurisdiction over healthcare providers. One of the arguments that the 
OFCCP has asserted in support of jurisdiction over healthcare providers has been 
providers’ participation in TRICARE - the program designed to provide healthcare 
benefits to members of the military and their families. 
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Healthcaie providers are already highly regulated. The cost of healthcare is 
a significant issue facing tliis country. Under these circumstances, whether it is good 
policy to impose additional regulations on healthcare providers is a question on which 
reasonable people can disagree. Indeed, it appears there are differences of opinion 
regarding this issue between executive agencies within the current administration. The 
Department of Defense and tlie Office of Personnel Management have expressed a belief 
in tlie importance of being able to contract with providers to offer healthcare seivices for 
the military and federal employees without having to subject tliose providers to the 
OFCCP’s regulations. These agencies believe - and I believe they are correct in this 
regard - that imposing such requirements limits the number of providers that are willing 
to offer such services. 

The OFCCP, on the other hand, believes that it needs to regulate such 
providers and that it can do so without imposing an unreasonable burden. 

Other individuals are testifying today regarding the merits of this debate. I 
am here because I understood this issue to have been resolved, at least with regard to 
TRICARE when Congress passed the National Defense Authorization Act for Fiscal 
Year 2012. This measure included language that was very widely and reasonably 
understood as putting an end to this debate and providing that the OFCCP could not 
exercise jurisdiction based on providers participation in TRICARE. 

Tiiis was a veiy important outcome because it appeared to provide 
healthcare providers with certainty and allowed them to decide what to do. I can teli you 
that during tiiis period of unceitainty regarding OFCCP jurisdiction, my colleagues and I 
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spend a great deal of time discussing with healthcare clients the costs and burdens that 
come with OFCCP compliance. We see many healthcare providers making decisions not 
to participate in certain programs and arrangements because the costs of compliance are 
simply greater than the benefits of participation. And we are talking not only about the 
financial costs of compliance, but also how OFCCP regulation impacts the ways in which 
providers deliver seiwices to their patients. 

To outside observers, it was very surprising when the OFCCP continued to 
pursue TRICARE jurisdiction even after Congress had acted, The OFCCP did this by 
continuing litigation against a particular healthcare provider, the Florida Hospital of 
Orlando, which had been disputing OFCCP’s assertion of jurisdiction based on 
TRICARE. The OFCCP continued to pursue this litigation through proceedings before 
the Department of Labor’s Administrative Review Board (ARB) and practitioners were 
not suiprised when the ARB found in favor of the hospital and held that the OFCCP 
could not assert jurisdiction based on TRICARE in light of the Congressional action. 

After that decision, I think it is fair to say that most practitioners in this area 
were astounded when the OFCCP indicated that it would not accept defeat on this issue 
and would continue to pursue the matter. As far as 1 know, the ARB’s decision to accept 
re-hearing of the Florida Hospital case and its subsequent reversal of its original decision 
are unprecedented. Its decision in this regard, has been widely criticized. The Florida 
Hospital case is still working its way through administrative proceedings. As already 
mentioned, obtaining a final decision with regard to this issue is veiy, very important to 
providers. Providers need to know what their obligations will be before they decide to 
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enter into relationships that may subject them to OFCCP jurisdiction. Unfortunately, it 
appears that a final judicial resolution of this issue may still take several yeare. 

The interests of healthcare providers and their patients, including members 
of the military, military families, and federal employees - as well as taxpayers - would 
be best seiwed by a final resolution of the TRICARE issue. I believed that this final 
resolution came from Congress in December 2011. The ideal resolution would be for the 
Department of Labor to accept the role of the Congress and stop fighting against the fact 
that Congress has already spoken. The second best option is for the courts to finally 
resolve the issue. The proposal offered by the Department of Labor in its letter of March 
11, 2014 presents neither a compromise nor a positive step. 

To the extent that the Department of Labor’s proposal would not end the 
Florida Hospital litigation and does not represent a commitment by the OFCCP to 
relinquish its claims of jurisdiction over TRICARE participants in non-audit contexts, 
such as complaint investigations, nothing is really being resolved. 

On the other hand, to the extent that the Department of Labor’s proposal 
would end the Florida Hospital litigation and, therefore, prevent the final resolution of 
this issue in the courts, I am personally concerned. It has taken more than five years for 
the Florida Hospital case to get to the point where it is now (the Administrative 
Complaint was filed on December 18, 2008). A final determination may still be years 
away. Tlie Department of Labor’s proposal means that there will be at least five more 
years of uncertainty and probably more. It means that many healthcare piwiders will 
decline to participate in programs or opportunities that may subject them to OFCCP 


4 



40 


jurisdiction. And finally, accepting this proposal would reinforce a very disturbing trend 
that contractors have seen at the OFCC'P in the context of compliance reviews. And that 
is an indifference by tile agency to the letter of the law when, in its judgment, tlie letter of 
the law is inconsistent with the agency’s goals. 

Sitting here, as I already mentioned, with a sense of reverence for this 
institution, 1 am very, very disturbed to see an executive agency continuing to pursue a 
policy that has been explicitly addressed and rejected by the Congress. 

Thank you and I look forward to answering any questions you may have. 
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Chairman Walberg. Thank you. I thank each of the panelists for 
your testimony. Without objection, I would submit two letters from 
the American Hospital Association and the American Health Care 
Association for the record. Both of these organizations express their 
support for H.R. 3633. 

[The information follows:] 
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Liberty Piace, Suite 700 
325Sever)th Street. NW 
Wastiington, DC 20004-2802 
(202) 638-1100 Phone 

American Hospital wwwanaorg 

Association 



December 6, 2013 

The Honorable Tim Walberg 
Chairman 

Committee on Education and the Workforce Subcommittee on Workforce Protections 
United States House of Representatives 
2181 Rayburn House Office Building 
Washington, DC 20510 

Dear Chairman Walberg: 

On behalf of the American Hospital Association’s (AHA) nearly 5,000 member hospitals, health 
care systems and other health care organizations, and our 43,000 individual members, I am 
writing to express our support for your legislation, the Protecting Health Care Providers from 
Increased Administrative Burdens Act 3633). This bill will help ensure the continuing 

availability of a robust network of hospital care for TRICARE and Federal Employees Health 
Benefit Program (FEHBP) participants by clarifying the Office of Federal Contract 
Compliance’s (OFCCP) role and its oversight and enforcement activities over hospitals that 
provide services to military families, federal employees and other recipients of care under federal 
health reimbursement programs. 

For many years, the OFCCP’s policy has been that hospitals providing health care services to 
participants in federally funded health benefit programs, including TRICARE, FEHBP and 
Medicare, are not considered federal contractors. TRICARE is the health care program for 
military service members and their families; the FEHBP is the health care program for civilian 
employees and their families. Medicare is the health care program for individuals 65 years or 
older. The OFCCP’s previous position was consistent with the position taken by the agencies 
specifically charged with administering these programs. Its current position is unprecedented 
and, if accepted, would convert a majority of our nation's hospitals into “federal contractors’’ 
overnight, without advance notice to or agreement by those hospitals. 

Recently, however, the OFCCP has undertaken an aggressive attempt to expand the agency’s 
jurisdiction over hospitals by asserting that hospitals’ participation in managed care networks 
offered through TRICARE, FEHBP and even Medicare Parts C and D effectively makes them 
“federal subcontractors” and, thus, subject to OFCCP’s burdensome regulatory scheme. OFCCP 
has continued to pursue this policy despite Congress’ previous passage of language in the 
National Defense Authorization Act for Fiscal Year 2012 (NDAA) [P.L. 1 12-81] that specifically 
exempted TRICARE network providers from federal contractor status. These continued actions 
by OFCCP make passage of this bill critically important for the nation’s hospitals. 
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Hospitals are subject to myriad anti-discrimination laws and regulations, including anti- 
discrimination regulations that are appropriately enforced by many federal, state and local 
agencies. Subjecting hospitals to additional paperwork burdens and the costs associated with 
OFCCP regulations makes little sense at a time when hospitals are being asked to do more with 
less reimbursement. It effectively would divert financial resources from patient care in order to 
satisfy the OFCCP’s administrative requirements, forcing hospitals to make difficult choices 
about their ongoing participation in various federal health care reimbursement programs that 
OFCCP argues is the basis for the agency’s oversight and enforcement. 

The OFCCP’s attempt to expand its Jurisdiction and its real lack of clear guidance for providers 
has forced hospitals to engage in ongoing lengthy and costly litigation to remove the uncertainty 
surrounding scope of OFCCP’s Jurisdiction. 

FLR. 3633 will provide clear direction for OFCCP policy and ensure that the burdens of 
complying with OFCCP’s unnecessary and costly regulatoiy scheme does not come at the cost of 
reducing hospitals’ robust participation in networks of care for FRICARE, FEHBP and Medicare 
patients and threaten access for our nation’s military families, federal employees and other 
federal health care program beneficiaries. 

Thank you for introducing this legislation. The AHA looks forward to working with you to 
ensure its enactment. 



Rick Pollack 
Executive Vice President 
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February 3, 2014 


The Honorable Tim Walberg 
Chairman 

Committee on Education and the Workforce Subcommittee on 

Workforce Protections 

United States House of Representatives 

2181 Rayburn House Office Building 

Washington, DC 20510 

Dear Chairman Walberg: 

On behalf of the members of the American Health Care Association and 
National Center for Assisted Living [AHCA/NCAL) that provide essential 
care to approximately one million individuals in more than 12,000 not 
for profit and for profit member facilities, 1 am writing to express our 
support for your legislation, the Protecting Health Care Providers from 
Increased Administrative Burdens Act (H.R. 3633). This crucial 
legislation clarifies that certain recipients of payments from the Federal 
Government related to the delivery of health care services to individuals 
shall not be treated as Federal contractors by the Office of Federal 
Contract Compliance Programs (OFCCP) based on the work performed 
or actions taken by such individuals that resulted in the receipt of such 
payments. 


AHCA/NCAL, its affiliates, and member providers advocate for the 
continuing vitality of the long term care provider community. We are 
committed to developing and advocating for public policies which 
balance economic and regulatory principles to support quality care and 
quality of life. We cannot support actions that harm the services 
provided to the poor and most vulnerable citizens in our communities. 
Therefore, we are in opposition to the OFCCP’s recent aggressive 
attempts to expand the agency’s jurisdiction over nursing centers and 
other key health care providers by asserting that these providers’ 
participation in managed care networks offered through TRICARE, the 
Federal Employee Health Benefits Program and Medicare Parts C and D 
effectively makes them "federal subcontractors’’ and, thus, subject to 
OFCCP’s often crushing regulatory burden. 


In particular, as H.R. 3633 moves forward in Congress, we want to 
ensure that it is clearly defined that managed care networks are safe 
from OFCCP’s jurisdiction. 


The Amepcan HeSm C^e AssociatiMi avJ National Cei^ for Assisted Living (AHCA/NCAL) represent more than 12.000 non- 
profit and proprietary skHted wising csrrt^. as^sted living corsituniiies, sub-ac4jie centers and homes for indiyiduals with 
irt^le^^and tteveloikTiert rSs^*ttes. deivering soiutioos for quality care, AHCA/NCAL airre to improve the lives of the 
nxtlions of frat. etderiy and irafivitkials wifo ctisabitfies wJw receive long term or post-acuie care in our member facilities each day 



45 


It is evident that H.R. 3633 will provide much needed direction for OFCCP policy to 
ensure that the financial and administrative burdens of complying with the agency’s 
regulatory scheme do not threaten access to quality patient care. 

Thank you for the opportunity to weigh in on this important matter. AHCA/NCAL 
looks forward to working with you and the cosponsors of H.R, 3633 on advancing 
this legislation. 


Sincerely, 



Mark Parkinson 
AHCA/NCAL President & CEO 
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Chairman Walberg. Hearing none, they will he part of the 
record. 

Mr. Kirschner, as we have discussed, the Secretary of Labor has 
proposed limiting OFCCP’s enforcement activities for five years by 
instructing OFCCP to not initiate compliance audits for TRICARE 
providers, though the letter calls them subcontractors, and closing 
any open or scheduled compliance audits. OFCCP will also provide 
information, materials and technical assistance training to 
TRICARE providers during this five year period. At the end of the 
five year delay, OFCCP will begin conducting compliance audits at 
TRICARE hospitals and health care providers. 

OFCCP will also continue taking the position in litigation that 
TRICARE providers are subcontractors. On the basis of that, in 
your opinion, does this proposal address the problems you have de- 
scribed and negate the need for the Protecting Health Care Pro- 
viders from Increased Administrative Burdens Act? 

Mr. Kirschner. Not at all. While we appreciate Secretary 
Perez’s efforts to try to address the situation, we believe that what 
the Secretary has outlined in his letter does not really address in 
any substantive way the concerns that the AHA has brought for- 
ward. First of all, the letter does not at all address the FEHBP or 
Medicare Part C and D. So those very significant programs would 
be left unaddressed. For example, the FEHBP has more than 8 mil- 
lion participants in it seeking care at hospitals all across the coun- 
try. That would be unaddressed by this issue. 

Even with respect to TRICARE, section 715 of the NDAA, we be- 
lieved, answered this question already by saying that there isn’t 
contractor status for providers under TRICARE. Secretary Perez’s 
letter assumes that they are contractors, and essentially just kicks 
the can down the road for enforcement. What America’s hospitals 
need is greater clarity about whether they are or are not contrac- 
tors. And in our view, under the regulations, under the statutes 
that are applicable, participants in TRICARE should not be consid- 
ered to be federal contractors any more than participants in 
FEHBP or Medicare. 

Chairman Walberg. Thank you. 

Mr. Carrato, referencing the letter from the Secretary of Labor 
again, do you believe a five year moratorium will provide TRICARE 
providers needed relief and certainty? And secondly, how do you 
foresee the impact of this delay. And maybe more importantly, in 
enforcement affecting the decisions of TRICARE providers to re- 
main in your network? 

Mr. Carrato. I concur with the comments from Mr. Kirschner. 
It doesn’t solve the problem. It kicks the can down the road. I think 
the fundamental issue is one of the points made by Mr. Kirschner, 
and that is the classification of TRICARE providers. When you get 
into the area of classifying them as subcontractors, that brings on 
a host of additional burden. And the uncertainty that the five year 
moratorium would bring, it does leave providers on the sideline. 
And we are actually starting to see this present itself more as we 
are building the network to support the VA’s new Patient-Centered 
Community Care program, where we are required to build net- 
works of providers. 
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And more and more of our hospital providers are delaying deci- 
sions or just flatly telling us no. And this is one of the reasons they 
cite. 

Chairman Walberg. Thank you. 

Mr. Goldstein, again going on that train of thought, for the 
record, will this delay of compliance audits specifically, while train- 
ing hospitals in what they need to do for the future, will it alleviate 
the uncertainty hospitals? And secondly, will hospitals still have to 
make the tough decisions whether to sign up to care for TRICARE 
and federal employee health benefits patients and, ultimately, like- 
ly face OFCCP regulation? 

Mr. Goldstein. It does not help the problem, Mr. Chairman. 
There are hospitals that are sitting on the sidelines now, unwilling 
to participate in TRICARE pending a resolution of the Florida Hos- 
pital of Orlando litigation. The proposal from the Secretary of 
Labor merely says there is no resolution for at least five years 
down the road, and also makes it clear that OFCCP is continuing 
to take the position that the military authorization Act did not take 
away its jurisdiction. So it means at least five, and maybe 10, years 
more of uncertainty during which providers are not willing to pro- 
vide services to our servicemen and women and their families. 

Chairman Walberg. Thank you. 

I now recognize, for five minutes of questioning, my ranking 
member and friend, Mr. Courtney. 

Mr. Courtney. Great. Thank you, Mr. Walberg. 

Mr. Goldstein, can you tell me who is gonna be taking the oath 
of office for President in January of 2017? 

Mr. Goldstein. I cannot. 

Mr. Courtney. And let me ask you this. Will it be Barack 
Obama? 

Mr. Goldstein. Not without a constitutional amendment. 

Mr. Courtney. Right. And the likelihood of that happening is 
zero between now and then. 

Mr. Goldstein. I would agree on that. 

Mr. Courtney. That is a really pretty safe assumption? Okay. 

And the proposal from the Secretary of Labor, Ms. Graves, was 
for a five year moratorium. Is that correct? 

Ms. Graves. That is right. 

Mr. Courtney. And if we do the math, okay, we are talking 
about 2019 is when this issue could be revisited in terms of any 
type of enforcement on it. Isn’t that your understanding? 

Ms. Graves. That is correct. 

Mr. Courtney. And there will be a new President. And since the 
Secretary of Labor serves at the will of the President there will ac- 
tually be a new Secretary of Labor in place at that point. Isn’t that 
correct? 

Ms. Graves. That is right. 

Mr. Courtney. Okay. You know, I don’t know, maybe it is my 
Irish-Catholic upbringing but, you know, our fatalism says that 
there is no such thing as perfect certainty in life. But a five year 
moratorium in terms of audit, given the fact that pushes this well 
beyond the end date of this administration, would seem to suggest 
that this issue really is being, I think, pretty dramatically dealt 
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with by the Secretary in terms of any of the issues that people are 
concerned about. Isn’t that correct, Ms. Graves? 

Ms. Graves. Yes, I think so. And I think it provides the Depart- 
ment of Labor an opportunity to provide training and outreach and 
additional clarity for contractors. 

Mr. Courtney. Thank you. Now, you know, you talked about 
some of the new initiatives by OFCCP in terms of trying to protect 
classes of the population that frankly have struggled in terms of 
employment opportunities. And one of the groups that you men- 
tioned was veterans. Can you talk about that in terms of OFCCP’s 
advocacy for veterans over the years, disabled veterans and cer- 
tainly now, recently, all veterans? 

Ms. Graves. Well, really importantly, last year OFCCP put out 
new regulations around the administration of the statute that re- 
quires nondiscrimination and that contractors take affirmative 
steps with regard to protected veterans. So that requires contrac- 
tors to establish hiring benchmarks, and conduct overreach and re- 
cruitment. And they have been engaged, not only just in putting 
out those regs, but taking the additional steps of providing training 
and outreach to make sure that people really understand them. 

Mr. Courtney. And again, that didn’t happen out of context. I 
mean, it was because there actually is a real problem out there in 
terms of the nagging higher unemployment for veterans versus the 
rest of the population. And the OFCCP, I think, is responding to 
that in terms of using the contracting, you know, precedence as a 
way of trying to bring that unemployment rate down. I mean, isn’t 
that the whole history that led up to the new rules? 

Ms. Graves. Absolutely. It is absolutely connected to the extraor- 
dinary high rates of veteran — high unemployment rates of vet- 
erans. 

Mr. Courtney. And so, you know, when we talk about this agen- 
cy — which, you know, we have heard today that somehow it is sort 
of, you know, looking for a power grab or jurisdiction — I mean, in 
terms of its history as far as veterans are concerned, in fact it is 
really the opposite. I mean, they have actually been out there try- 
ing to, again, create opportunities for veterans, again, consistent 
with their history of advocating for diversity in the workforce. Isn’t 
that correct? 

Ms. Graves. Right. And I think it is important to think about 
what jurisdiction means. What it means is that the contractor then 
has an obligation to really think about these protected categories 
of workers, and conduct outreach and recruitment. So this is abso- 
lutely tied to the employment opportunities for veterans and, you 
know, on the basis of race and sex and disability, as well. 

Mr. Courtney. Great. Thank you. 

So my time is almost up, Mr. Chairman. I want to enter into the 
record the GAO report which came out last April which, again, was 
on the question of TRICARE challenges in terms of — I will get it 
here somewhere, but — okay, the multiyear surveys indicate prob- 
lems with access to care for non-enrolled beneficiaries. And I would 
actually like to point to, again, the section which talks about pro- 
vider acceptance of TRICARE. And this goes back well before this 
administration. Eorty-one percent, only 41 percent, of mental 
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health providers in this report have expressed a willingness to take 
TRICARE. 

And it has absolutely nothing to do with OFCCP. There is a 
chronic issue of reimbursement and complexity in terms of inter- 
acting with — and, again, I have worked with Health Net and they 
have done good work with my caseworkers out there. But, you 
know, there are much bigger problems out there in terms of what 
I am hearing from providers than the fact that, again, there is a 
Florida case which will be withdrawn. Which, you know, in 25 
years in practice I always thought a withdrawn case by the other 
side was actually a good thing. But I guess, you know, some people 
view it differently. But anyway, I have asked that be admitted to 
the record. 

[The information follows:] 
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In fiscal year 2012, the Department of Defense (DOD) offered health care 
services, including mental health care services, to about 9.7 million 
eligible beneficiaries in the United States and abroad through TRICARE, 
DOD’s regionally structured health care program. ’ Under TRICARE, 
beneficiaries may obtain care either from military hospitals and clinics, 
referred to as military treatment facilities, or from civilian providers, ^ 

DOD’s TRICARE Management Activity (TMA), which oversees the 
program, uses managed care support contractors^ to develop networks of 
civilian providers — referred to as network providers — to serve all 
TRICARE beneficiaries in geographic areas called Prime Service Areas 


^Eligible benefidaries include active duty personnel and frieir dependents, medically 
eligible National Guard and Reserve servicemembers and their dependents, and retirees 
and their dependents and survivors. Active duty personnel include Reserve component 
members on active duty for at least 30 days. 

^Through indmdual agreements between military treatment facilities and the Department 
of Veterans Affairs’ medical centers, eligible beneficiaries may also receive certain types 
of care from Department of Veterans Affairs' medical centers in some locations. 

^TMA uses managed care support contractors in each of the three TRICARE regions 
(North, Soutti, and West) to develop networks of civilian providers and to perform other 
customer-service functions, such as processing claims and assisting beneficiaries with 
finding providers 
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(PSA).’’ The contractors use estimates of the number of TRICARE users, 
among other factors, to develop provider networks and ensure adequate 
access to care for beneficiaries. Although some network providers may 
be located outside of PSAs, contractors are not required to develop 
networks in these areas (which we refer to as non-PSAs). 

The number and type of civilian providers available to serve TRICARE 
beneficiaries can vary depending on a beneficiary’s location and choice of 
coverage among TRICARE’s three basic plans — TRICARE Prime, 
TRICARE Standard, and TRICARE Extra.® Beneficiaries who use 
TRICARE Prime, a managed care option, must enrol! and can obtain care 
through military treatment facilities or TRICARE's civilian provider 
network. Beneficiaries do not need to enroll to receive care under 
TRICARE Standard, a fee-for-service option, or TRICARE Extra, a 
preferred provider organization option; they can choose to receive care 
through TRICARE Standard when they are seeing nonnetwork civilian 
providers and through TRICARE Extra when they are seeing network 
civilian providers.® We use the term “nonenrolled beneficiaries” for 
beneficiaries who are not enrolled in TRICARE Prime and who use the 
TRICARE Standard or Extra options, or TRICARE Reserve Select 
(TRS).^ 


^These geographic areas are determined by the Assistant Secretary of Defense for Health 
Affairs and are defined by a set of five-digit zip codes, usually within an approximate 
40-m(le radius of a military treatment facility. In addition to developing networks of civilian 
providers in PSAs. Oie managed care support contracts also require the contractor to 
develop civilian provider networks at all Base Realignment and Closure (BRAC) sites, 
which are military installations that have been dosed or realigned as a result of decisions 
made by the Commission on Base Realignment and Closure. 

®TR1CARE offers several other plans, including TRICARE Reserve Select (TRS) for 
certain National Guard and Reserve servicemembers. and TRICARE Young Adult (Prime 
and Standard options) for servicemembers’ dependents up to age 26. TRICARE also 
offers TRICARE for Life to TRICARE beneficiaries who are eligible for Medicare and enroll 
in Part B. Under the TRiCARE for Life program, TRICARE processes claims after they 
has« been adjudicated by Medicare 

®A!I beneficiaries may obtain care at military treatment facilities, although priority is given 
to active duty personnel and then to beneficiaries enrolled in TRICARE Prime. 

^We include TKS beneficiaries in our definition of nonenrolled beneficiaries because, 
although they must enroll in the plan, they can receive care from network or nonnetwork 
providers similarly to TRICARE Standard and Extra beneficiaries. We did not include 
TRICARE Young Adult-Standard Option beneficiaries in our analysis because this plan did 
not become available until May 201 1 . 
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Since TRICARE’s Inception in 1995, nonenrolied beneficiaries in some 
locations have complained about difficulties finding civilian providers who 
will accept them as patients. In response to these concerns, the National 
Defense Authorization Act (NDAA) for Fiscal Year 2004 directed DOD to 
monitor access to care for nonenrolied TRICARE beneficiaries through a 
survey of civilian provider.® The act also directed GAO to review the 
processes, procedures, and analyses used by DOD to determine the 
adequacy of the number of network and nonnetwork civilian providers and 
the actions DOD has taken to ensure access to care for beneficiaries who 
were not enrolled in TRICARE Prime. In December 2006, we reported 
that TMA and contractor officials used various methods to evaluate 
access to care, including the survey of civilian providers, and according to 
those officials, their methods indicated that access was generally 
sufficient for nonenrolied beneficiaries.® 

Nonetheless, concerns about the ability of TRICARE beneficiaries, 
particularly nonenrolied beneficiaries, to access health care and mental 
health care continued. In light of these continued concerns about access 
to civilian providers, the NDAA for Fiscal Year 2008 {NDAA 2008) 
directed DOD to conduct annual surveys over 4 years of both 
beneficiaries and civilian providers to determine the adequacy of access 
to health care and mental health care providers for nonenrolied 
beneficiaries.’® It also directed GAO to review these surveys along with 
other factors such as DOD’s outreach, marketing, and education efforts, 
and provider reimbursement issues. We have Issued several reports that 
address the topics covered in this mandate, including a March 2010 
report on the methodology and results of the first year of DOD’s 4-year 
beneficiary and provider surveys.” In our initial review of the surveys, we 


®See Pub. L. No. 108-136, § 723, 117 Stat. 1392, 1532-34 (2003), and S. Rep, No, 108- 
46, at 330 (2003). 

®GAO. Defense Health Care: Access to Care for Beneficiaries Who Have Not Enrolled in 
TRICARE'S Managed Care Option. GAO-07-48 (Washington, D.C.; Dec. 22, 2006), 

’®See Pub, L, No 110-181, § 71 1(a). 122 Stat. 3. 190-91 , and S. Rep. No. 110-77, at 359- 
60 (2007). 

’ ’We have previously issued three reports that address the issues covered in this 
mandate. See GAO. Defense Health Care: DOD Lacks Assurance That Selected Reserve 
Members Are Informed about TRICARE Reserve Select. GAO-1 1-551 (Washington, D.C,: 
June 3, 2011); Defense Health Care: Access to Civilian Providers under TRICARE 
Standard and Extra. GAO-1 1-500 (Washington, D.C.; June 2. 2011); and Defense Health 
Care: 2008 Access to Care Surveys Indicate Some Problems, but Beneficiary Satisfaction 
Is Similar to Other Health Plans. GAO-10-402 (Washington, D.C.: Mar. 31, 2010). 
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reported that a higher percentage of nonenrolled beneficiaries in the 
surveyed PSAs e>q>erienced problems accessing care from civilian 
primary care providers than those In the surveyed non-PSAs. However, 
we could not reach any generalizable conclusions about the civilian 
provider survey because it had not generated sufficient survey responses 
during the first year. The NDAA for Fiscal Year 201 2 extended DOD’s 
annual beneficiary and provider surveys for another 4 years, from fiscal 
years 2012 through 2015.^^ As of early January 2013, TMA had mailed 
the 2012 beneficiary and civilian provider survey instruments. 

This report addresses DOD’s beneficiary and civilian provider surveys for 
the first 4-year survey period, covering fiscal years 2008 through 201 1 . 
Specifically, it addresses (1) what the results of the 4-year beneficiary 
surveys indicate about the adequacy of access to care for nonenrolled 
beneficiaries, (2) what the results of the 4-year civilian provider surveys 
indicate about civilian providers’ awareness and acceptance of TRICARE, 
and (3) what the collective results of the 4-year beneficiary and civilian 
provider surveys Indicate about access to care for nonenrolled 
beneficiaries by geographic area. 

T 0 determine what the results of the 4-year beneficiary surveys indicate 
about the adequacy of access to care for nonenrolled beneficiaries, we 
obtained and analyzed survey data on access to civilian primary,'^ 
specialty,’^ and mental health care^® from TMA’s TRICARE Standard 
Surveys of Beneficiaries for 2008 through 2011 . For the purposes of our 
analysis, we analyzed survey results for those nonenrolled beneficiaries 
who reported using TRICARE Standard. TRICARE Extra, or TRS the 
most in the last year. Because the overall response rate for the 4 years 


^^See Pub. L No. 112-81, § 721(a). 125Stat. 1298, 1479(2011), 

use the term "civilian primary care' to refer to instances where respondents 
indicated that (heir personal doctor or nuree was a civilian. 

^'SVe use the term “civilian specialty care" to refer to instances where respondents 
indicated that they had seen a civilian specialist within the last year. 

’^Ve use »ie term "civilian mental health care' to refer to instances where respondents 
indicated that they had received treatment or counseling for a personal or femily problem 
from a civilian prowder within the last ^ar. 
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was about 38 percent,^® we verified that TMA’s survey results were 
representative of the areas surveyed by reviewing TMA’s nonresponse 
analyses and Interviewing TMA officials. We also obtained and analyzed 
the Department of Healdi and Human Services’ (HHS) Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) survey data 
for the same 2008-201 1 period in order to compare nonenrolled 
TRICARE beneficiaries’ satisfaction with their health care, health plan, 
and primary and specialty care providers to that of Medicare fee-for- 
service, Medicaid, and commercially insured beneficiaries.^® We 
assessed the reliability of these data by obtaining information from 
knowledgeable officials and reviewing related documentation, and we 
determined that TMA’s 4-year beneficiary survey data and HHS’s CAHPS 
data were sufficiently reliable for our purposes. 

To determine vN^at the results of the 4-year civilian provider surveys 
indicate about civilian providers’ awareness and acceptance of TRICARE, 
we obtained and analyzed the survey data from TMA’s TRICARE 
Standard Surveys of Providers for 2008 through 201 1 . Because the 
overall response rate was about 42 percent,^® we verified that TMA's 


^®Forthe 4 years of surveys, TMA mailed 176,841 surveys and received 66,590 returned 
surveys that were complete and eligible responses. Complete and eligible responses 
included those TRICARE beneficiaries who ans\vered at least half of the TMA-identified 
"key" questions- 

’^A nonresponse analysis is used to verify that nonrespondents to the survey would not 
answer differently from those who did respond and that the respondents are 
representative of the target population, thus ensuring that the results can be generalized 
to the population from which the sample was chosen. TMA concluded that the results of 
the beneficiary survey nonresponse analyses suggested that although there were some 
differences in the demographic profile, they were not associated with systematic 
differences in satisfaction v«lh care, TMA officials also told us that the final postsurvey 
weights used in their analysis accounted for the key-characteristic differences in survey 
respondents compared with nonrespondents identified through the nonresponse analyses. 

^®HHS’s CAHPS survey is a national survey of beneficiaries of commercial health 
insurance. Medicare, Medicaid, and the Children's Health Insurance Program. We limited 
our CAHPS analysis to Medicare fee-for-service, Medicaid, and commercial CAHPS 
surveys, and pooled the data for each from 2008 through 201 1 in order to compare the 
results to TMA’s 4-year beneficiary surveys over the same period. We did not adjust the 
CAHPS survey data for factors that could affect the various beneficiary groups' ratings, 
such as age or health status. 

^®For the 4 years of surveys. TMA mailed 194,774 surveys and received 82, 11 1 returned 
surveys that were complete. A survey was considered complete if the provider answered 
three TMA-identified 'key” questions that asked about the providers’ location of practice 
and awareness and acceptance of TT^ICARE. 
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civilian provider survey results were representative of the areas surveyed 
by reviewing TMA’s nonresponse analyses and interviewing TMA 
officials,^® We compared the civilian provider survey results to those of a 
national survey of physicians conducted in 2008 by the Center for 
Studying Health System Change to compare civilian providers’ 
acceptance of any new TRICARE patients to providers’ acceptance of 
any new Medicare (fee-for-service or managed care), Medicaid, and 
commercially insured beneficiaries.^’ We also compared the results of 
TMA’s 4-year civilian provider survey to those of TMA’s 2005-2007 
civilian physician survey to identify any changes in physicians’ awareness 
and acceptance over time.^^ We assessed the reliability of these data by 
speaking with knowledgeable officials and reviewing related 
documentation, and we determined that these data were sufficiently 
reliable for our purposes. 

T 0 determine what the results of the collective analysis of the 4-year 
beneficiary and civilian provider surveys indicate about access to care for 
nonenrolled beneficiaries, we compared the results of our analyses of the 
4'year beneficiary and provider survey data by specific geographic 
regions where possible, in order to identify areas with both high 
percentages of nonenrolled beneficiaries who experienced problems 
finding civilian providers and low percentages of civilian providers who 
were accepting new TRICARE patients. Specifically, we identified areas 
where the estimated percentage of nonenrolled beneficiaries that 


^°From the results of the civilian provider survey nonresponse analyses, TMA concluded 
that although there were some demographic and response differences between 
respondents and nonrespondents, frie differences were not large or systematic. TMA 
officials also tokj us that the final postsurvey weights used in their analysis accounted for 
the key-characterishc differences in survey respondents compared with nonrespondents 
identified through the nonresponse analyses. 

^’The Center for Studying Health System Change is a nonpartisan health policy research 
organization that conducts research and analysis focused on the U.S. health care system 
to inform the thir>king and decisions of policymakers in government and private industry. 
The 2008 Health Tracking Physician Survey covered a wide variety of physician and 
practice dimensions, from basic physician demographic information, practice organization, 
and career satisfaction, to insurance acceptance, compensation arrangements, 
infoimation-technology use. and charity care provision. 

^^TMA’s 2005-2007 civilian physician survey was sent to physicians only and did not 
include nonphysician mental health providers. Therefore, when comparing to TTiiflA's 2005- 
2007 ciwlian physician survey, we show the results of TMA’s 2008-201 1 civilian provider 
survey results for civilian physicians only, which consist of civilian primary care and 
specialty care physicians, including psyr^iatrists. 
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experienced problems finding a civilian provider was either at or above 
the national estimate for nonenrolied beneficiaries, using the 95 percent 
confidence limits. For these geographic areas, we then looked at civilian 
provider acceptance of new TRICARE patients and identified areas where 
the percentage of dvilian providers that were accepting any new 
TRICARE patients was at or below the national estimate, using the 
95 percent confidence limits. 

Our analyses have some limitations. In our analyses of TMA’s beneficiary 
and provider surveys we report survey results for some individual areas, 
but we were unable to compare survey results among all of the individual 
geographic areas surveyed because of low numbers of respondents in 
some areas. Similarly, in our analysis of TMA’s beneficiary survey we 
were unable to identify specific geographic areas in which nonenrolied 
beneficiaries experienced problems finding mental health care providers 
because of the low numbers of respondents who indicated that they 
needed mental health care. 

We conducted this performance audit from June 2012 through February 
2013 in accordance with generally accepted government auditing 
standards. Those standards require that we plan and perform the audit to 
obtain sufficient, appropriate evidence to provide a reasonable basis for 
our findings and conclusions based on our audit objectives. We believe 
that the evidence obtained provides a reasonable basis for our findings 
and conclusions based on our audit objectives. 


Background 


Under TRICARE, beneficiaries have choices among various benefit 
options and may obtain care from either military treatment facilities or 
civilian providers. When nonenrolied beneficiaries receive care from 
civilian providers, they have the option of seeing either network or 
nonnetwork providers. The NDAA 2008 directed DOD to conduct surveys 
of beneficiaries and civilian providers to assess nonenrolied beneficiaries’ 
access to care. 


TRICARE’s Benefit TRICARE provides benefits through several basic options for its non- 

Options Medicare-eligible beneficiary population. These options vary by 

enrollment requirements, choices in civilian and military treatment facility 
providers, and the amount beneficiaries must contribute toward the cost 
of their care. Table 1 provides a summary of some of these benefit 
options. 
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Table 1: Summary of TRICARE Options 

TRICARE option 

Description 

TRICARE Prime 

This managed care requires enrollment, and ail active duty servicemembers are 

required to use this opfon, while other TRiCARE beneficiaries have a choice. TRiCARE 
Prime enrollees receive most of ttieir care from providers at military treatment facilities 
and also may receive care from network civilian providers. This option has the lowest out- 
of-pocket costs for benefidaries. 

TRICARE Standard and TRiCARE Extra 

TRICARE beneficiaries who choose not to enroll in TRICARE Prime may obtain health 
care from nonnetwork providers (under TRICARE Standard) or network civilian providers 
{under TRICARE Exte^). The TRICARE Standard option is designed to provide 
beneficiaries with ma>dmum flexibility in selecting providers, but beneficiaries who obtain 
care from a netw/ork provider, through TRICARE Extra, pay lower copayments than they 
would under the TRICARE Standard option. TRICARE Standard and Extra beneficiaries 
also may receive care from military freatment facilities, though they have a lower priority 
for receiving care than do TRICARE Prime beneficiaries. 

TRiCARE Reserve Select (TRS) 

TRS is a premium-based healfo plan that certain National Guard and Reserve members 
may purchase.® TRS beneficiaries may obtain health care from eilher nonnetwork or 
network providers, similaiiy to beneficiaries using TRICARE Standard or Extra, 
respectively, and will pay lower copayments for using network providers. 


Source- GAO summary of DOO TRICARE dooitnemation. 

'To be eligiWe for TRS. the beneficiary must be a member of the Selected Reserve of the Ready 
Reserve, and not eligible for or enrolled in the Federal Employees Health Benefits program, either 
under their own eligibility or through a family member who is enrolled in a family plan. 


Claims data from fiscal years 2008 fo 201 1 show that the percentages of 
the number of outpatient claims paid for TRICARE Prime and TRS have 
gradually increased, while the percentage of claims paid for TRICARE 
Standard has declined. (See fig. 1 .) The percentage of claims paid for 
TRICARE Extra has remained steady over the same period. 
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Figure 1 : Percentage of Outpatient Claims Paid for TRfCARE Prims, TRICARE 
Standard, TRICARE Exfra, and TRICARE Reserve Select for Fiscal Years 2008 
through 2011 

Percentages of TRICAKE claims paid 


70 68 



2008' 

Fiscal year 


2009“ 


2010' 


2011 " 


r TKlCAREf^ime 

TRICiWE StancJarei 
TKECARE Extra 



S<Kcfl:«^ SAO TMAdeta. 

Notes; All percentages may not add up to 100 percent because of rwincfing. Claims were for 
outpatient services provided in an office or other setting outside of an instilution , Claims for services 
rendered at hospitals, military treatment facilities, and other institutions were excluded. TRiCARE for 
Life and TRtCARE Young AduS daims were excluded, as weii as c!aim.s for medical ,suppiies and 
from chiropractors and phannacies. 

"Percentages caiculated on the basts of total number of outpatient claims; 23., 995, 179 claims iti fiscal 
year 2008; 26,950,329 claims in fiscal year 2009; 29,857,355 claims in fiscal year 2010; and 
32.012,220 dams in fiscal year 2011. 


Starting on September 30. 2013, the number of PSAs wilj be reduced, 
and as a result, the TRiCARE Prime option wili be available to fewer 
beneficiaries. The targeted PSAs are those that are not .in close proximity 
to existing MTFs or BRAC locations and will predominantly affect retirees 
and their dependents. According to a TMA officiai, this change is 
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expected to affect about 171,000 retirees and d8f:K?ndents (37,000 in the 
North region, 36,000 In the West region, and 98.000 in the South region), 
with an estimated savings to DOD of $45 miiiion to $56 miliion annuaiiy, 


Composition of I RlCARE’s in fiscal year 201 1 , TMA identilfed about 2 miiiion nonenrolled 
Noneiirolled Beneficiary beneficiaries (approximately one-fourth of the total eligible TRICARE 
Population " population), who fell into three main categories: (1) retirees and their 

dependents or survivors, (2) active duty dependents, and (3) National 
Guard and Res^e servicemembers and their dependents. (See fig, 2.) 


Figure 2: Types of Nonenrolied TRICARE Beneficiaries 



1 % 

Other* 


National Guard and Reserve 
servicemembers and their dopendenls'* 


Active duty dependents 


Retirees and their dependenis or survivors 


ScKirQi': OAO analysis of tMA ifets. 


Notes: Nonenrolled beneficiaries are beneficiaries not enrotfed in TRtCAF^E Prime who are efigibie for 
TRICARE Standard or Extra, as well as TRtCARE Reserve Select enroileas. Data are for nonenrc^ted 
beneficiaries as of Dec^ber 31 , 2010. 

‘Other nonenrotied b^eficiaries indude family members of deceased servicemembers and 
secretarial designees. 


“^TMA officials estimate that the shift from TRtCARE Prime to TRICARE Standard will 
increase tie out-of-p(x*et costs of a retiree family of three, for example, bv about $700 
per year. 

^‘^Aithough TMA can identify which beneficiaries have not enrolled, it does not have 
crxnpiete information on which benefidaries intend to use their benefits. 
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‘’timiled to deactivated National Guard or Resenre serviceiriembeis and their ctep>8iidsnts. 
Dependents of activated National Guard or Reserve servicemembers are included in the "active duty 
d«^end8nts” category. 


Most of these nonenrolled beneficiaries lived in PSAs — areas where 
TRICARE managed care support contractors have developed provider 
networks. (See fig. 3.) 


Figure 3; Gej-s'-.r’*’ I • s i»* ' i of NonenroSled TRfCARE Beneficiaries 



Non-Prime Service Area 


Prime Service Area 


SKin>«>.’ QAO ana(/»ts ofTUAdata. 


Note: Nonenrolled beneSciarics are beneficiaries not enrolied in TRICARE Prime wfto are eligible for 
TRICARE Standard or Extra, as well as TRICARE Reserve Select enrollees. Data are for nonenrolled 
beneficiaries as of December 31, 2010. 


TRJCAKE Network and in order for network and nonnetwork civilian providers to be authorized to 
Nonnetwork Civilian provide care and be reimbursed under TRICARE, they must meet the 

FYoviders licensing and certification requirements of TRICARE regulations and 

practices for their area of health care. Individual TRiCARE-authorized 
civilian providers can Include health care providers, such as primary care 
physicians and specialists, as well as mental health care providers, 
including ciinica! psychologists. Table 2 provides a comparison of network 
and nonnetwork civilian providers. 
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Table 2: Comparison of TRICARE Network and Nonnetwork Civilian Providers 

Network Civilian Providers: Nonnetwork Civilian Providers: 

• Are TWCARE-authorized providers who enter conttactuai • Are fRlCARE-authorized providers who do not have 

agreements with the TRICARE regional managed care conteclual agreements with regional managed care support 

support contractors in their areas to provide health care and contactors to provide care to TRICARE beneficiaries, 

mental health care to TRICARE beneficiaries. 

. Have agreed to accept TRICARE reimbursement rales. By 
iaw, TRICARE maximum allowable reimbursement rates 
generally must mirror Medicare rates, but netvwjrk providers 
may agree to accept lower reimbursements as a condition of 
network membership. 

• Are not oliligated to accept all TRICARE beneficiaries seeking 
care. For example, a network civilian provider may decline to 
accept TRICARE beneficiaries as patients because the 
provider's practice does not have sufficient capacity. 

• Have agreed to meet TRICARE Management Activit/s 
access to care standards for TRICARE Prime enroHees, For 
example, these providers are required to offer urgent care 
appointments within 24 hours, 

Soufce GAO. 


DOD’s Implementation of The NDAA 20O8 directed DOD to conduct surveys of beneficiaries and 
the NDAA 2008 Beneficiary civilian providers in at least 20 PSAs and 20 non-PSAs in each of 4 fiscal 
and Civilian Provider tiirough 2011.^= Fig. 4 shows the 80 PSAs and 80 non-PSAs 

Survey Requirements surveyed over the 4-year period of 2008 through 2011. 


May choose to accept the TRICARE reimbursement rate 
as parent In full for their services, or may charge up to 
15 percent more than the TRICARE reimbursement rate for 
their services on a case-by-case basis (with the difference 
paid by the beneficiary). 

May acceptTRICARE beneficianes as patients on a case-by- 
case basis- 


Are not required to meet TRICARE's access to care 
standards. 


In designing the beneficiary and civilian provider surveys, DOD defined 80 distinct PSAs 
and 80 distinct non-PSAs (representing the entire country), and surveyed 20 of each in 
fiscal years 2(K)8 through 201 1 . This allow/ed DOD to survey the entire country over a 
4-year period. At the end of the 4-year period, each year's survey results were combined 
and weighted to develop estimates of access to health care and mental health care at 
individual service area, r^ional. and national levels. 
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providers in these areas. ^ Fig. 5 shows the 71 HSAs identified as 
problem areas by providers and beneficiary groups. (See app. i for 
TMA's methodology in implementing the beneficiary and civilian provider 
surveys.) 


^®TMA identified HSAs to include in its survey sampling locations on the basis of the 
recommendations of groups representing TRJCARE beneficiaries and civilian providers, 
which identified specific cities and towns in which these groups were aware of 
beneficiaries having problems accessing civilian THiCARE providers. HSAs, as defined by 
a Dartmouth College study, are collections of zip codes organized into over 3,000 
geographic regions in which Medicare beneficiaries sed< the majority of their care from 
one hospital or a collection of hospitals, and have nonoveriapping borders and contain all 
U.S. zip codes without gaps in coverage. The HSAs surveyed in the beneficiary and 
civilian provider surveys are within the 80 PSAs or 80 non-PSAs surveyed. 

the 71 HSAs. ail were included for the civilian provider survey, but only 55 HSAs 
were included for the beneficiary survey. According to TMA officials, the 16 HSAs that 
were included in the 201 1 civilian prouder survey were not included in the 201 1 
beneficiary survey due to funding issues. 
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Figure 5: Hospital Service Areas (HSA) Surveyed for TRICARE Marragement Activity’s (TMA) 4-Year Beneficiary and Provider 
Surveys, 2008-2011 



Source: GAO anslysisol TMA dstsidala) Maplnto(m^) 


Note; For tt)e 4-year provider surveys. TMA surveyed a total of 71 HSAs from 2008 to 201 1 , shown 
above. Fifty-five of these 71 HSAs were also surveyed for the beneficiary survey from 2008 to 2010, 
but accord^ to TMA officials, no HSAs were surveyed for the 201 1 beneficiary survey because of 
handing issues. 

The NDAA 2008 also required that specific types of information be 
requested in the surveys. For example, the beneficiary survey must 
include questions to determine whether nonenrolled beneficiaries have 
difficulties finding a provider who will accept TRICARE, and the civilian 
provider survey must include questions to determine whether civilian 
providers are aware of TRICARE. (See apps. II and III for the 201 1 
beneficiary and civilian provider survey instruments, respectively.) Table 3 
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lists the NDAA 2008 requirements for DOD’s beneficiary and civilian 
provider surveys. 

Table 3: Requirements for Annual Beneficiary and Provider Surveys Contained in the National Defense Authorization Act for 
Fiscal Year 2008 (NDAA 2008} 

Requirement 

Requirement description 

Survey goals 

1. 

Determine the number of healtti care providers in TRiCARE Prime Service Areas (PSA) that are 
accepting new patients under TRICARE Standard and Extra 


2. 

Determine frie number of health care providers in TRICARE non-Prime Service Areas (non- 
PSA) that are accepting patients under TRICARE Standard and Extra 


3, 

Determine the availability of mental health care providers in TRICARE PSAs and TRICARE non- 
PSAs 

Survey area selection 

4, 

Survey beneficiaries and providers in at least 20 TRICARE PSAs in each fiscal year to determine 
the availability of health care providers accepting new patients under TRiCARE Standard and 

Extra 


5. 

Survey beneficiaries and providers in 20 non-PSAs in which significant numbers of beneficiaries 
who are members of the Selected Reserve reside, to determine the availability of health care 
providers accepting new patients under TRICARE Standard and Extra 


6, 

Survey beneficaaries and providers in at least 40 total PSAs and non-PSAs to determine the 
availability of mental health care providers 


7, 

In prioritizing areas to be surveyed, give a high priority to surveying beneficiaries and providers 
located in ^ographic areas with high concenfi-ations of members of the Selected Reserve 


8. 

In prioritizing areas to be surveyed, consult with representatives of TRICARE beneficiaries and 
health care and mental healHi care providers to identify locations where nonenrolled 
beneficiaries are experiencing significant levels of access-to-care problems under TRICARE 
Standard or Extra and give a high priority to surveying health care and mental health care 
providers in these locations 

Beneficiary survey content 

9. 

Include questions in beneficiary surveys seeking information to determine whether they have 
difficulties in finding health care and mental health care providers willing to provide services 
under TRICARE Standard or Extra 

Provider survey content 

10, 

Include questions in provider surveys to determine the following: 

Whether the provider is aware of the TRICARE program 

What percentage of the provider’s current patient population uses any form of TRICARE 

Whether the provider accepts patients for v\4iom payment is made under the Medicare program 
for health care and mental health care services 

If the prouder accepts Medicare patients, whether the provider would accept new Medicare 
patients 

Benchmarks 

11. 

Establish bencihmarks to determine the adequacy of the availability of health care and mental 
health care providers to beneficiaries eligible for TRICARE 


Souice. (MO dialysis oi legi«la)KMi 


Note: Data are based or> review of the NDAA 2008 § 711(a). 
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We previously reported that IMA generally addressed the requirements 
outlined in the NDAA 2008 during the implementation of its 2008 
beneficiary and provider surveys, but because of methodological 
considerations TMA used a different — but acceptable — approach for its 
selection of survey areas.^® We also found that TMA’s methodology for 
both of the surveys was consistent with the Office of Management and 
Budget (OMB) standards for statistical surveys that we reviewed. Since 
then, TMA has made several minor revisions to the surveys' 
methodologies for 2009 through 201 1 , but none of these changes are 
inconsistent with the NDAA 2008 requirements. 


Nearly One in Three 
Nonenrolled 
Beneficiaries 
Experienced 
Problems Accessing 
Care, and They Rated 
Their Satisfaction 
with Care Generally 
Lower than Medicare 
Fee-for-Service 
Beneficiaries 


previously r^orted that, according to a TMA official responsible for implementing 
the surveys, TMA did not give a high priority to areas where higher concentrations of 
Selected Reserve servicemembers live because it decided to randCHhIy select the areas to 
be surveyed in order to produce resulte that could be generalized to the populations from 
which the survey samples were sdected. Since TMA planned to survey the entire United 
States o\rer the 4-year period, its 4-year survey results would include any locations with a 
higher cwicenb-ation of Selected Reserve servicemembers. See GAO-10-402. 
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Nearly One in Three 
Nonenrolled Beneficiaries 
Experienced Problems 
Finding Civilian Providers 
Who Would Accept 
TRICARE; Those in PSAs 
Experienced More 
Problems Finding Primary 
and Specialty Care than 
Those in Non-PSAs 


Overall, during 2008-2011, an estimated one in three nonenrolled 
beneficiaries (about 31 percent) experienced problems finding any type of 
civilian provider — primary, specialty, or mental health care provider — who 
would accept TRICARE. Specifically: 

• an estimated 25 percent of nonenrolled beneficiaries experienced 
problems finding a civilian primary care provider; 

• an estimated 25 percent of nonenrolled beneficiaries experienced 
problems finding a civilian specialty care provider; and 

• an estimated 28 percent experienced problems accessing a civilian 
mental health care provider.^'* 


Overall, access to civilian primary care and specialty care providers 
differed for nonenrolled beneficiaries located in PSAs compared to those 
in non-PSAs. Specifically, we found that more nonenrolled beneficiaries in 
PSAs experienced problems finding civilian primary care and specialty 
care providers compared to those in non-PSAs. (See fig. 6.) However, 
access to civilian mental health care providers did not differ for 
nonenrolled beneficiaries in PSAs and non-PSAs. 


^^The margins of error for the estimates of beneficiary problems finding civilian primary, 
specialty, ar>d mental health care providers at the 95 percent confidence level are plus or 
minus 1. 1, and 3 percentage points, respectively. These estimates are not significantly 
different frwn each other at tfie 95 percent confidence level. 
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Ftgum 6; Estimated Ftercenteges of NortenroHed TRICARE Bpneficiarifss W?.o 
Experienced Access Problems, fay Civilian Provider Type, m Pfirne Sor'vicc Areas 
(PSA) and Non-Prime Sendee Areas (non-PSA), 2008-2D1 1 

Estiinated percentage iionenroOed beneftciaries 



CfviHan provider type 



Soime; (‘7AOen)i<y6is^TMAifata. 

Notes: Error bars display 95 percent confidence intervals for estimates. 

"Re.sponidents answered “a big proWem" or "a smalt problem’' to the question that asked: in the last 
12 months, how much of a problem was it to find a persona! doctor or nurse who would accept 
TRICARE? Answer choices were 'A trig probtem," "A smafi probiem," or '’Not a probfem. " 
'’Respondents answ?Med “a big problem' or “a small problem” to itie question that asked; ’In the last 
12 months, trow much of a {^oWem was it to find a doctor with this specialty who would accept 
TRICARE? Answer t^oices were “A big probiem," "A small problem,” or "Not a problem," 
’'■Respondents answered “a big problem’ or "a small problem" to the cjueslion lliat asked: Eiased on 
the following; In the fast 12 months, !>ow rmich of a problem, it any. was it to get ttie treatment or 
counseling you needed terough your health plan? Answer choices vw're "A big problem,'’ "A small 
probtem.” or “Not a probtem.” 

’Vi^thin provider type, the difference in estimates between PSAs and non-PSAs is signifk;ar)tlv 
different at tee 95 percent confidence tevel, 


urv'sys 
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TMA also surveyed beneficiaries in HSAs in response to access concerns 
about these specific areas. We found that more nonenrolled beneficiaries 
in HSAs experienced problems accessing civilian specialty care than 
those in the areas outside of the surveyed HSAs.^° (See fig. 7.) However, 
there were no statistical differences in the estimated percentages of 
nonenrolled beneficiaries who experienced problems finding civilian 
primary or mental health care providers between the HSAs and the 
locations surveyed outside of these areas. 


^°Each surveyed HSA was part of a PSA or non-PSA (depending on the location), and 
because HSAs were not mutually exclusive of the PSAs or non-PSAs, we did not compare 
the results from nonenrolled beneficiaries in HSAs to nonenrolled beneficiaries in PSAs or 
non-PSAs, instead, w© compared the results for the nonenrolled beneficiaries in the 
surveyed HSAs to those nonenrolled beneficiaries in the areas outside the surveyed 
HSAs. ■ ^ 
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Figure 7; Estimated Percentages of NooenroHed TRICARE BcntilH inrins 
Experienced Access Problems, by Civilian Provider Type in Hospital Sc=rvj.'e Areas 
(HSA) and Prime Service Areas (PSA)/non-PSAs Outside* of Sufvt-ycd H?>Ak. 200?? • 
2011 

Estuiiated percer^gs of nonenrolied beneficiaries 
35 



Primary Specialty Mental heefth 
care’' care' 


Civilian proviriar type 
HSAs 

PSAs/non-PSAs oiilsldB Of surveyed HSAa 
CAQ analysis of TMAdsta. 


Notes: Enor bare disf^ay 95 percent confidence intervals for estimates. 

Each surveyed HSA was part of a PSA or non-PSA (depending on the lociation), and btscause HSAs 
were not muliially exclusive of the PSAs or non-PSAs, we did not compare the results from 
nonenroiled beneficiar®s in HSAs to nonenrolled beneficiaries in PSAs or non-PS>t>s. instead, we 
compared the results for the nonenrolled beneficiaries in tlie surveyed HSAs to ttiose nonenroiled 
beneficiaries in the cdlective areas outside the sunreyed hISAs. 

“Respondents answered 'a big {xoblwn" or “a smalt problenT to the question that asked: (n the last 
12 months, how much of a fx-obiem vwis it to find a persona! doctor or muse who woulcS accept 
TRICARE? Mswer choices were ‘A big problem." "A small probtefri," oi' “Not a problem,’’ 
'’Respondents answered “a big probiem" or ‘a small problem" to the question tf tat asked: In the last 
12 months, how much of a problem was it to find a doctor with this specialty w*o would accept 
FRICARE? choirs were “A big proWorn." “A small problem," or “Not a problem," 
'■■Respondents answered “a big problem" or "a small problem" to the question that asked: in the last 
12 months, how much of a problem, tf any, was it to get the treatment or counseling you needed 
through your health ptan? Answer (^>oic^ were “A big probiem," "A smaii problem” or "Not a 
problem." 

"The estimates of nonenrdfed beneficiaries who experienced problem'; finding a oivilian specialty 
care prowder HSAs and PSAs/non-PSAs outside of the surveyed HSAs are siqnificantlv 

different at the 96 percent confidence level. 
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The top two reasons reported by nonenroiied beneficiaries — regardtess of 
type of care—for why they believed they experienced problems accessing 
a provider included “dolors not accepting TRICARE payments” and 
"doctors not accepting new TRICARE patients.” (See fig, 8.) 


Figure 8: Top Five Reasons Reported by Nonenroiied Beneficiaries Who 
Experienced Probiems Accessing Civilian Primary, Specialty, or Mental Health 
Care, 200S-2011 

Estimated pen:«ntegs of ttonenfwied beneficiaries 
70 


60 56 55 



Benefictaries' reasons for accwis probiems 


Primaty care^ 
i ca(^ 

Mentai hesiei care^ 

.5oi!tce: GAOBoafSrsis<jfTI.!Adata 

Notes: Error bars display 95 percent confidence intervals for estirnaKss,. 

Estimated percentages are out of the total estimated number of rionenroiled beneficiaries who 
experienced any problems accessing ciwiian primary, specialty, or mental health care providers. 
Percentages across types do nr^ add up to 1 00 percent becatise respondents were able to 

select more than one resporwe, and only the top five responses for primary and speciattv care are 
sbovwt- 

In addition to the responses above, the top five responses for mental tiealtii c.are inefuded "Other,” 
y/ito an esbmated 21 perceca of norenroiled beneficiaries {c^us or minus 5 percentaqs points) 
indicating "Other” as a reason for having prt^tems finding a providei-. 
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Unless otherwise not«i belcw, differences in estimates within each problem type are not significantly 
different at the 95 percent crmfiderx^ level. 

“Based on the Avowing: ‘VWrat probtems did you encounter in finding a personal doctor who would 
acc^ TRICAREr 

“Based on the fc^owing: 'Wiat problems did you encounter in finding a specialist who would accept 
TRtCARE?’ 

'Based on the folltwvfeg: “In the last 12 morths. what problems did you encounter in finding treatment 
or cotMiselh^?“ 

"The differeiyje in estimates between mental health care and other care types is statistically 
significant at tt« 95 percent confidence level. 

'The differar>ce in estUnates between primary care and other care types is statistically significant at 
the 95 percent confidence level. 


Nonenroiied Beneficiaries’ 
Satisfaction Did Not Differ 
across Types of Areas, but 
Was Generally Lower tlian 
That of Medicare Fee-for- 
Service Beneficiaries 


Our analysis of the 4-year survey data showed that nonenroiied 
beneficiaries’ ratings for specific satisfaction measures were similar when 
compared between PSAs and non-PSAs, and between surveyed HSAs 
and the areas outside of the surveyed HSAs. Specifically, our analysis of 
beneficiaries’ ratings for four measures — satisfaction with primary care 
providers, specialty care providers, health care, and health plan — 
indicated no substantial differences between area types. For example, 
we found that about 80 percent of nonenroiied beneficiaries In both PSAs 
and non-PSAs rated their primary care provider as an 8 or higher on a 
scale from 0 to 10.^^ 


Additionally, we found that nonenroiied TRICARE beneficiaries’ 
satisfaction ratings for several of these measures were generally tower 
than those of Medicare fee-for-service beneficiaries and varied compared 
to Medicaid and commercially insured beneficiaries during the same 


our comparison across location types for all of the satisfaction measures in our 
analysis, there was one statistical difference at the 95 percent confidence level for 
nonenroiied beneficiaries' 8-10 ratings of their health care in PSAs (about 79 percent) 
compared to those In non-PSAs (about 82 percent). Additionally, there was one statistical 
difference at the 95 percent confidence le\^l for nonenroiied beneficiaries’ 8-1 0 ratings of 
their health plan in the surveyed HSAs (about 63 percent) compared to those in the areas 
outside of the surveyed HS/te (about 66 percent). However, for the purposes of our 
analyses, we detennined that although these were statistical differences, they were not 
substantia! differences. 

the scale of 0 to 10. 0 is the worst possible and 1 0 is the best possible. 
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4-year period, according to HHS’s 2008-201 1 CAHPS surveys.^'* (See 
fig. 9.) For exampte, we found that fewer nonenrolied TRICARE 
beneficiaries rat^ their primary care provider, specialty care provider, 
and health plan as an 8 or higher compared to Medicare fee-for service 
beneficiaries. 


divided the rating scale into two categories on the basis of the ratings scale used by 
TMA to analyze the satisfaction measures for TRICARE beneficiaries (0 to 7 and 8 to 10), 
where 0 is considered the worst possible and 10 is the best possible. The CAHPS 
commercial survey asks beneficiaries about their experiences over the last 12 months, 
whereas the Medicare and Medicaid surveys ask about the beneficiaries’ experiences 
over the last 6 months. 

found similar results in our analysis of the first year of TMA’s 2008-201 1 survey data 
and 2008 CAHPS data for Medicare fee-for-service and commercially insured 
beneficiaries. Specifically, in March 2010, we reported that, although there were no 
statistically significant differences in the estimated ratings for nonenrolied TRiCARE 
beneficiaries and other beneficiary types, the estimated ratings for nonenrolied 
beneficiaries in surveyed areas (using categories of 0-6 and 7-10) were slightly lower than 
estimated ratings of Medicare fee-for-service beneficiaries across three of the satisfaction 
measures — primary care prowder. specialty care provider, and health plan See 
GAO-10-402. 
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Figure 9; Nonenrolled TRtCARE Beneficiaries* Estimated Satisfaction Ratings Compared to Those of Commercially Insured, 
Medicaid, and Medicare Fee-For-Service Beneficiaries, 2008-2011 
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Note: All estanates between nonenrolled TRICARE benelidartes aitd other beneficiary rjroups are 
significantly different at the 95 percent confidence level. We did not adjust She CAHPS suivey data for 
factors that couW afed the various benefidary groups' ratings, such as age or health status. 
‘’TRICARE beneficiaries were asked ■Using any number from 0 to 1 0. '^^lere 0 is the worst persorrat 
doctor nurse possible, and 10 is «ie ix>st personal doctor or nurse possible, what number would 
you use to rate your pa^onal doctor or nurser Commercial, Medicare, and Medicaid tjenefidaries 
were asked this question of their personal doctor only. Our analysis is limited to TRICARE 
nonenrolled beneficiaries v&to indicated toat their personal doctor or nurse was a civilian. 

"TRICARE and commercial beneficiaries w«re asked ”We want to know your ratirtg of tfie specialist 
you saw most often in the last 12 months. Using any number from Oto 10, where 0 ts the worst 
specialist possible, and 10 is the best speciaiet possible, what number would you use to rate the 
specialist?" Medicare and Medicaid beneficiaries were asked the same question, but only in referenr® 
to toe las! 6 montos. Our ana.iysis is limited to TRlCARE nonentoiled beneficiaries who indicated that 
ftiey had seen a dvIHan specialisf in the last 12 months. 
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'TRICARE and commerci^ beneficiaries were asked "Using any number from 0 to 10. where 0 is the 
worst health care possft^, and 10 is the best health care possible, wf^at number would you use to 
rate all your health care m Uie Iasi 12 irKwiths?* Medicare and Medicaid beneficiaries were asked the 
same question, but only in refine* to the last 6 months. 

'’tricare, commercial. Medicare. arKt Medicaid beneficiaries were asked "Using any number from 0 
to 10. where 0 is the worst he^ ^an possible, and 10 is the best health plan possible, what number 
would you use to rate your health plan?” 


Civilian Providers’ 
Acceptance of New 
TRICARE Patients 
Has Decreased over 
Time; Mental Health 
Providers Report 
Lower Awareness and 
Acceptance than 
Other Provider Types 


Nationwide, an estimated 82 percent of civilian providers indicated they 
were avt^re of the TRICARE program, but only an estimated 58 percent 
were accepting new TRICARE patients, according to our analysis of the 
2008 through 201 1 civilian provider survey results. When compared to a 
national provider survey, civilian providers' acceptance of new TRICARE 
patients was less than providers’ acceptance of other types of 
beneficiaries. Specifically, a survey of physicians in 2008 by the Center 
for Studying Health System Change found that about 96 percent of 
physicians accepted new commercially insured beneficiaries, about 
86 percent accepted new Medicare beneficiaries, and about 72 percent 
accepted new Medicaid beneficiaries.^® 

According to the TRICARE survey results, when asked the reasons for 
not accepting new TRICARE patients, the most-cited category by those 
civilian providers who were not accepting any new TRICARE patients was 
that the provider “was not aware of the TRICARE program/not 
asked/don’t know about TRICARE.” (See fig. 10 for the top 7 categories 
of reasons for why civilian providers were not accepting new TRICARE 
patients.) Additionally, while nonenrolled beneficiaries cited that providers 
were not accepting TRICARE for payment as the top reason why any 
providers were unwilling to accept them as patients, the providers cited it 
as the third highest reason in addition to “don’t know/no answer,” 


^®The margins of error for civilian providers’ awareness of TRtCARE and acceptance of 
new TRICARE patients are both within plus or minus 1 percentage point at the 95 percent 
confidence level. 

^^2008 HSC Health Tracking Physician Survey, Center for Studying Health System 
Change. The survey results were based on a 2008 national survey of 4,720 physicians. 
The margins of error for physicians' acceptance of new commercially insured 
beneficiaries, new Medicare beneficiaries (fee-for-service and managed care 
beneficiaries), and new Medicaid beneficiaries are all plus or minus 1 percentage point at 
the 95 percent confidence level. The differences in estimates between civilian providers’ 
acceptance of new TRICARE patients and providers’ acceptance of new commercially 
insured, Medicare, and Medicaid beneficiaries are significant at the 95 percent confidence 
level. 
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Figure 10: Top Seven Categories of Reasons for Not Accepting New TRICARE 
Patients Reported by Civilian Providers That Were Not Accepting Any New 
TRiCARE Patiente. 2008-2011 

Estimaied parcantsgeofeiyirmR providers 
35 


30 



Csiogorto of reasoos for not accepting any new TRICARE pafiwnls 

Afl civiRan provWefs 
Sovfcn: CAQ anje^visafTMadata. 


Notes; Error bars display 96 percent confidence intervals for estimates. 

Estimated percentages are out of tee total estimated number of civilian pi'oviders who were not 
accepting any new TRICARE patients. 

l=>eroefitsges across probfem ^pes do not add up to 100 percent because resportder^ts were able to 
select more than one respwse. arwJ onfy the lop seven responses are shown. 

‘For these two categories of reasons, tee differences in estimates between teem and the other 
categories of reasons, as v«ll as between each other, are statistically significant at tee 95 percent 
confidence ievei. " 

'’For these two categories of reasons, tee differenc.es in estimates between these categories of 
reasons arvj tee others are siatisficatiy significant at tee 95 percent amfidertce level. However, tee 
differences betw^n the two categories of reasons are not statistically significant at ttie 95 percent 


"Fch- the category “insi^ance image probtemsTissues with TRICARE in past," ihe differences ir 
estimates between this category of reasons and ail others (except for 'speciallv not covered") 
statistically significant at the 95 pacaif confidence tevr^ 


are 
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"For the categwy “specialty not covered,” the differences in estimates between this category of 
reasons and the cohere for “insurance image problems/issues vwth TRiCARE in past’ and "not 
acc^ting parents”) are statistically significant at the 95 percent confidence level. 

'For the categwy “not acc^tirtg patients." the differences in estimates between this category of 
reasons arwJ aii others (exc^ fa" “sped^ty rwt covered") are statistically significant at the 95 percent 
confidertce le'rel. 

'The "misceBwiecxJS' category focbjdes reasons such as "not a provider/signed provider,” and 
“working as loom tenens ’ which means foat the provider substitutes for the regular provider vwhen 
that regular provider is ^jsent. 


When we compared the results of TMA’s 2008-201 1 civilian provider 
survey (excluding nonphysician mental health providers) to the results of 
its 2005-2007 civilian physician survey, we found that although civilian 
physicians’ awareness has increased over time, their acceptance of new 
TRICARE patients has decreased over time.^® This was also true whether 
they were accepting any new patients or new Medicare patients. For 
example, civilian physicians’ acceptance of any new TRICARE patients 
has decreased from about 76 percent in 2005-2007 to an estimated 
70 percent in 2008-201 1 (See fig. 1 1 .) 


®^TMA’s 2005-2007 civilian physician survey was sent to physicians only and did not 
include nonphysician mental health providers. Therefore, when comparing to TMA's 2005- 
2007 dwiian physician survey, we show the results of TMA’s 2008-201 1 civilian provider 
survey few civilian physicians only, which consist of civilian primary care and specialty care 
physidans, including psychiatrists, 

®®tn accordance with the NDAA 2008, TIWA identified benchmarks for analyzing the results 
of the benefidary and provider surveys. To benchmark its provider survey, TIVIA compared 
the results of its 2008-201 1 surveys witti the results of its 2005, 2006, and 2007 physician 
surveys. A TMA official noted that TMA was unaware of any external benchmarks that 
would be applicable to its surveys of providers. 

®®The margins of error for civilian physidans' acceptance of any new TRICARE patients 
from ttie 2008-2011 surveys and 2005-2007 surveys are both within plus or minus 
1 percentage point at the 95 percent confidence level. 
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Fj-iure 11; ^'ivdian Phy^.sf;ians’ Awareness and Acceptance of TRiCARE over Time in TRiCARE Management Activity’s (TMA) 
Surveys 


Awa^m of »hc'TR!CARt r>ra«i'ar 


Ac.ceptiHg at)'; TRiCARE pafion 




Accepting any new TRICARE patients 
accepting new patients- 




AccepUiig any new YRSCARK patients if 
senopting naw Madicans pafiaitts' 



0 10 S© 30 40 50 60 70 BO 90 

Estimated percentage of chriiian physicians 


I CMiian physitsans (TMA's 2iS3S5®)7 Chilian physician survey) 
Cfwrmp i^ysipans iJMAa 2W)8-20t1 dvSian provider survey) 
Source: GAO artatysis data. 


too 


Notes: Error bars display 95 percent confidence intervals tor estimates. 

A statisticaily signrficart diference exists between civilian pbysidans from the 2005-2007 surveys and 
those from the 2008-2011 surveys for each of the qiiestions at the 95 percern confidence ievet. 

Civilian ptiysidans consist of civilian primary care and spedatty care physicians, ivicliiding 
p.sychiafrisls. 

"Respoiydents answered yes to the fotiowing question; Is the provider aware of the TRICARE heaftii 
care program?' 

"Respondents answered "ftw ail clairns" or on a ’'ctaim-by-daim basis" to ttie following question' "As of 
today, is the provider accepting rww TRiC/y?E Standard patients?” 

"Respondents answered to questions that asked the foltowing: "As of today, is ttve providoi' 
accepting any new patients?' and "As of today, is the provider ar^pting riew TRICARE Standard 
patients?" The yes response to this question represents providers' indications that tliey were 
accepting rtew TRICARE Standard patients chi either a "claim -by-ciaim basis" or “tor all claims.” 
■'Respondents answered yes to questions that asked the following; "As of today, is the pi-ovider 
aa-^bng new Medicare patients?" and 'As of today, is the provider accepting rtow TRKXARE 
Standard patients?’ The yes response to this question represents providers' indications that they 
were acce^ng new TRICARE ^andard patients on either a "ciaim-by-ciaim basis" or “for ail claims.” 


When analyzed further by provider (ype, vve found that civilian primary 
and specialty care providers had higher awareness and acceptance of 
TRICARE than civilian mental health care providers, (See fig, 12.) 
Specifically, only an estimated 39 percent of civilian mental health 
providers were accepting new TRICARE beneficiaries, compared to an 
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estimated 6/ percent of civilian primary care providers and an estimated 
77 percent of civilian specialty care providers/^ 


Figure 12: Civilian Providers' Awareness and Acceptance of TRICARE, by Type of Provider, 2008-2011 


Awars of thfi TRfCARir. program-' 


Accepiliig any new TRJCAWE patients-' 


Accapli.na any new TRiCAWE patisnis it 
ac<;epting isew pattonts' 


Acaapling any ««w TRICARE, patients rf 
ancepUiig new Medicare patiants" 



0 10 20 3Q 40 50 60 70 80 SO 

Estimated pcrcentege of civUisn providers 


100 


Priniaty cans pfo>^ers 

Specialty cars providers (Sxdud&tgpsydsiatrisas) 
I Mectoi health care providws 


Source' CtAO analysis of TUA data. 


Notes: Error bars display 95 percent conRdertce intervals for estimates, 

With the exception of primafy care providers’ and specialty care providers’ awareness of tlie 
TRiCARE program, a sfafisticalty significant difference exists between primary care provideis, 
sjxjcialty care providers, and mental health care providers for each question at tiie 95 percent 
confidertce level. 

“Respondents answered jes to the foiiowng question; “is the provider aware of the TRICARE liealth 
care program?" 

'■Respondents answered “for aJl claims” or on a “ciaim-by-ctaim basis" to the following questiori: “As of 
today, is die prowder acceptir^ new TRiCARE Standaid patients?" 

“Respondents answered yes to questiwis that asked the following: “As of today, is the provider 
accepting any new patients?" and "As of today, is the provider accepting new TRICARE Standard 


margins of error for civtlian mente! health care, primary care, and speciatty care 
proshdere' acceptance of new TKiCARE patients were each within plus or minus 
1 percentege point at the 95 percent caifidence level. For acceptance of new TRICAF^E 
beneficiaries, me differences in estimates between provider types are significant at the 
95 percent confidence level. 
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paJients?’ The yes response to INs question represents the providers’ indication that they were 
accepting nev^TRIC/^EStauJard patients on either a "claim-by-claim basis” or 'for aii claims.” 
''Re^ondenls ansvt^^ yes to questions that asked the following: "As of today, is the provider 
accepting new Medicare pafients?" and "As of today, is the provider accepting new TR1CAR6 
Standard patients?" The yes response to this question represents the prowders’ indicatim that they 
were acceii^ing newTRICM=^ Standard patients on either a ‘‘claim-by-claim basis" or "for all claims,” 


The categories of reasons cited for not accepting new TRICARE patients 
also differed by provider type. For example, civilian mental health care 
providers more often cited “not aware of TRlCARE/not asked/don’t know 
about TRICARE” than civilian primary or specialty care providers. 
Additionally, the top category of reasons cited by civilian primary care 
providers was that they were “not accepting patients” while the top 
category of reasons cited by specialty providers was “reimbursement." 
(See fig. 13 for the top categories of reasons for civilian providers not 
accepting new TRICARE patients, by provider type.) 
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Figure 13: Top Categories of Reasons Reported by Civilian Providere for Not Accepting New TRICARt Parsert^, by Provider 

Type, 2008-2011 



I FMmary care aroviijers 
SpwjaHycareprowbers fexdudingjsychiattisls) 
j a SH he;^ care ^ovkjars 

Somre: «3AO anafy^ al TM^iteta. 


Notes: Error bars disf^y 95 percent confidence intervals for estimates. 

Estimated percentages are out of tfie estimated number of civilian primary care, .speoiaity care, and 
meitta! hea«h care providers vJho were not accepting any new TRICARE patients. 

Percentages across pn^i^ types do not add up to 1 00 percent because respondeitts werti able to 
select more than (we response, and onty (he (op seven responses are shown (ranked by the overall 
categories of reasons reported by alt esvitian providers, regardless of area). 

Unless othenwse noted below, durances in estimates within each problem type are not significantly 
different a! the 95 percent confidence level. 

’’For the categwies “not aware of TRICARBnot asked/don't kfKJw about TRiCARE," Teimbursement." 
and “itTsurance image pfoblems/issues with TRiCARE in past;' the differences irt estimates between 
mental heaRh care providers and other prowder types are statisticaity significant at the 95 percent 
confidents level. 

'’F or .the category ’misceilanecHJS,'' the differeoce in estimates between menlaf health care providers 
and primary care |KQ\rtdefs is stetisticaliy significant at the 95 percent confidence level. 
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'For the categoies “sped^ rw^ covered," and “not accepting patients," the differences in estimates 
between primary care and other provider types are stalislicaity significant at the 95 percent 
confidertt^ level. 

'*The “misceSaneous" category indudes reasons such as “not a provider/signed provider," and 
"workir^ as locum vrf«ch means that the provider substitutes for the regular provider w^en 

that regular provider s 

We also found lhaf providers’ awareness and acceptance of TRICARE 
differed by tyi:^ of area. Similar to TMA’s nonenrolied beneficiary survey, 
which showed that nonenrolied beneficiaries in PSAs generally 
experienced more problems finding providers than their counterparts in 
non-PSAs, our analysis of the 2008 through 201 1 civilian provider survey 
indicated that civilian providers in PSAs were less aware of TRICARE and 
less accepting of new TRICARE patients than civilian providers in non- 
PSAs. Specifically, an estimated 81 percent of civilian providers in PSAs 
were aware of the TRICARE program, compared to an estimated 
87 percent of civilian providers in non-PSAs, and an estimated 
56 percent of civilian providers in PSAs were accepting any new 
TRICARE patients, compared to an estimated 66 percent of those 
providers in non-PSAs.'*^ (See fig. 14.) 


^^The margins of error fordvilian providers’ awareness of TRICARE in PSAs and non- 
PSAs are both within p^us or minus 1 percentage point at the 95 percent confidence ievei. 
The differences in estimates are significant at the 95 percent confidence level. 

*^The margins of error for civilian providers' acceptance of new TRICARE patients in 
PSAs and non-PSAs are both within plus or minus 1 percentage point at the 95 percent 
confidence level. The differences in estimates are significant at ttie 95 percent confidence 
level. 
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Notes: EiTor bars display 95 percent confidence interval forestiiTjaies,. 

A statisticaliy sigrtificant difference exists betweett civilian providers in PSAs and those irj non-PSAs 
for each of the questions at the 95 pttit^nl confidence level. 

"RespOTdents answered yes to me followflrtg question: "Is the provider aware of the TRICARE health 
care prograni?” 

"Respondents answered “for all claims" or on a ‘'claim-by-claim basis" to the foiiowing question- "As of 
today. IS the provider accepting new TRICARE Standard patients?" 

'Respwidents answered yes to questions that asked the following: "As of today, is the provider 
aocepbng^any new patients?" and "As of today, is the provider accepting new TRICARE Standard 
patients?" Tfie yes resporise to tois question represents providers' indications that they wisre 
accepting new TRiCARE Standaid patieitls on either a "daim-by-claim basis" or' "for- all clairns.” 
“Respondents answ«-ed yes to questions that asked the foltovwng: "As of today, is the provider 
accepting new Medicare patients?" and “As of today, is the provider accepting new TRiCARE 
Standard patients?" The yes response to this question represents providers' indications tfiat they 
were accepting rrew TRICARE Slarxlard patients on either a ”claim-by-cla.im basis" or "for all claims," 


Civilian providers in HSAs were more frequently aware of TRiCARE and 
accepting of new TRICARE beneficiaries thar? civiiian providers in the 
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PSAs and non-PSAs outside of these HSAs.'*^ (See fig. 15.) These HSAs 
represented locations that were identified by beneficiary and provider 
groups to TMA as potenfially having access problems. 


Figure 15: Civilian Providers' Awareness and Acceptance of TRICARE, by Hospital Service Areas (HSA) and Prime Service 
Araas/non-Prime Service Areas <PSA/non-PSA) outeide of the Surveyed HSAs, 2008-2011 



0 20 46 60 80 

Estlmatsd txsrcootags of cIviRsn providers 


lOtj 


HSAb 

PSAs/ftcR-PSAB Dul^da of sinveyod HSAs 


Soiiice: SAO enatyiiit cf TMA dels. 


Notes; Error bars display 95 percent confidence inteivats ibr estimates. 

Each HSA is part of a PSA or non-PSA (depending on the tocation); and because HSAs are not 
mutually exclusive of the PSAs or non-PSAs, we did not compare the results from nonenrciiitid 
beneficiaries in HSAs to nonenrofied beneficiaries in PSAs or non-PSAs. We compared the results for 
tf»e rronenroiied beneficiaries in the suiveyed HSAs to those nonenroited beneficiaries in the areas 
outside of HSAs. 

t he difference in estimates between HSAs and PSAs/non-PSAs outside of surveyed HSAs for each 
questirai is statisticaiiy significant at the 95 percent confidence level. 

"Respondents answered yes to the following question: “is the provider aware of the TRiCARE health 
care pregram?” 


Each HSA is part of a PSA or non-PSA (depending on the location}, and because HSAs 
are not mutuaily exclusive of tire PSAs or non-PS.As, we did not compare the resijlt.s from 
civilian providers in HSAs to civilian providers in PSAs or norv-PSAs. instead, we 
compared the results for the cnhlian prowders in the surveyed HSAs tf) those civilian 
prowdeiB in the areas outside of HSAs. 
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‘’Re^ondents answered "for all dewns’ or on a "claim-by-claim basis” to the following question: "As of 
today. Is the prowda- acc^ling new TRICARE Standard patients?" 

'Respondents ^swered yes to questions that asked the foilowng: “As of tcxlay, is the provider 
acceptir^ any new pafierte?" and "As of today, is the provider accepting new TRICARE Standard 
patients?" The yes re^rarse to tWs question represents the providers' indication that they were 
acc^ing new TRICARE Standard patients on either a "ctaim-by-claim basis" or “for all claims,’’ 
’’Respondents answered yes to questions that asked the fdlowing: "As of today, is the provider 
accepting new Medicare patients?" arid "As of today, is the provider accepting new TRICARE 
Staixlard patterns?" The yes response to this question represents the providers’ indication that they 
\«ere accepting new TRICARE Standard patients on either a "claim-by-claim basis" or “for all claims.” 


Collective Results of 
TMA’s Beneficiary and 
Civilian Provider 
Surveys Indicate 
Specific Geographic 
Areas Where 
Nonenrolled 
Beneficiaries Have 
Experienced Access 
Problems 


An analysis of the collective results of the multiyear beneficiary and 
civilian provider surveys Indicated particular geographic areas where 
nonenrolled beneficiaries are experiencing considerable access 
problems. These locations are defined as areas where (1) the percentage 
of nonenrolled beneficiaries who experienced difficulties finding a civilian 
provider was at least the national estimate and (2) the percentage of 
civilian providers who were accepting any new TRICARE patients was at 
or below the national estimate.**^ Using these criteria, we identified a 
number of areas where beneficiaries were having access problems, 
mostly in Texas.**® (See app. !V for detailed information about these areas 
and how they were determined.) 

In determining areas where nonenrolled beneficiaries were experiencing 
access problems to any type of civilian provider, we first identified 
24 individual areas (out of the 215 individual areas surveyed by the 2008- 
201 1 beneficiary surveys)^® where the estimated percentage of 


used the individual area’s estimate and margin of error at the 95 percent confidence 
level to determine whether it was above or below the national estimates. Specifically, for 
nonenrolled beneficiary problems, we used the lower confidence limit of the estimate: If 
the individual area’s lower confidence limit was equal to or greater than the national 
estimate, then we included it as an area. Additionally, for civilian providers' acceptance of 
TRICARE, we used the upper confidence limit of the estimate: If the upper limit of the 
estimate was equal to or less than the national estimate, then we included it as an area, 

^®A particular geographic area’s exclusion from the lists of problem areas below does not 
necessarily indicate that nonenrolled beneficiaries were not experiencing access problems 
in that area. Because we took a conservative methodological approach and used the 
margins of error at the 95 percent confidence limit to determine whether a geographic 
area met our criteria of a prc^lem area, there may be other areas virfiere nonenrolled 
beneficiaries are experiencing access problems. 

‘*®For the 2008-2011 beneficiary survey, 80 PSAs, 80 non-PSAs, and 55 HSAs were 
surveyed- Because the beneficiary survey did not include the 16 HSAs selected to be 
surveyed in 201 1 , tfiey are not included in this analysis. However, the 201 1 civilian 
prowder survey did include these 16 HSAs, See app. V to see a list of these 16 HSAs and 
civilian prospers’ acceptance of any new TRICARE patients in these areas. 
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nonenrolled beneficiaries who experienced difficulties finding any type of 
civilian provider met or exceeded the national estimate (31 percent). Of 
these, we identified 2 PSAs v\^ere the estimated percentage of civilian 
providers who were accepting any new TRICARE patients was at or 
below the national estimate (58 percent) — Central/Southern-Central 
Coastal California and Northeastern Texas. Additionally, we identified 
2 HSAs that also met these criteria, one of which is contained within the 
Northeastern Texas PSA. Table 4 shows each of these areas with the 
estimated percentage of (1) nonenrolled beneficiaries who experienced 
problems finding any type of civilian provider and (2) civilian providers 
who were accepting any new TRICARE patients. 


Table 4: Areas Where the Percentage of Nonenrolled Beneficiaries Who Experienced Problems Finding a Civilian Provider 
Was at Least the National Estimate and Where the Percentage of Civilian Providers Who Were Accepting Any New TRICARE 
Patients Was at or below the National Estimate, 2008-2011 


Area name 

Estimated percentage of beneficiaries with 
a problem Finding any type of civilian 
provider (margin of error)^ 

Estimated percentage of civilian 
providers accepting new TRICARE 
patients (margin of error)'’ 

Prime Service Areas (PSA) 

1. Central/Southern-Central Coastal California 

48(12) 

45 (8) 

2. Northeastern Texas 


47(10) 

53 (6) 

Hospital Service Areas (HSA) 

1. Austin, Texas 


58(18)= 

46 (6) 


Z Dailas/Ft. Worth, Texas‘S 48 (14) 50 (6) 


Source: GAO analysis of TMA Oaia. 

Notes; The margin of error is at the 95 percent confidence level. Areas were considered only if they 
had at (east 30 respondents for the benefidary survey and at least 50 respondents for the civilian 
provider survey. 

Areas in this table had an estimated 31 percent or more of nonenrolled beneficiaries who were having 
difficulties finding any type of civilian provider who will accept TRICARE (the national estimate, or 
greater) and equal to or less than an estimated 58 percent of dvilian providers who were accepting 
new TRICARE patients (the national estimate or less). Both determinations were made using the 
estimates' margins of error at the 95 percent confidence level. 

Estimated percentages and margins of error have been rounded to the nearest whole number. 
“Estimated percentage is based on the number of nonenrolled beneficiaries who responded "a big 
proWem” or “a small problem’ to any one of the following three questions: (1) “In the last 12 months, 
how mud> of a problem was if to find a personal doctor or nurse who vrould accept TRICARE?"; 

(2) "In the last 12 months, how mudi of a problem was it to find a doctor vrith this specialty who would 
accept TRICARE?’; or (3) Tn the last 12 morrths, how much of a probiem, if any, was if to get the 
treabnent or counseling you needed through your health plan?" We also limited nonenrolled 
beneficiary responses to those who indicated their provider was a civilian provider, 

^Esttfnated percentage is based on the number of civilian providers who answered "for all claims" or a 
"ctaim-by-daim basis” to the quesUon that asked “As of today, is the provider accepting new 
TRICARE Standard patients?” 

‘This esfknate has a relcrtive margin of error of 30 percent or greater. 

“The Dtflas/Ft. Worth, Texas, HSA is part of the Northeastern Texas PSA. 
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For the overlapping PSA and HSA (Northeastern Texas and Dallas/Fort 
Worth), we found ttiat although a high percentage of civilian providers 
were accepting new patients (between 95 and 97 percent), only about 
half of these providers were accepting any new TRICARE patients. (See 
table 5.) For the remaining PSA (Centrai/Southern-Central California) and 
HSA (Austin. Texas), between 92 and 98 percent of civilian providers 
were accepting new patients, and less than half of those providers were 
accepting any new TRICARE patients. Further, of the civilian providers in 
all of these areas who were accepting new lyiedicare patients, between 
65 and 70 percent were also accepting any new TRiCARE patients. 
Reimbursement was the most cited reason for providers not accepting 
new TRICARE patients for all of the areas except the PSA in California 
for which “not aware of the TRICARE program" was the most cited 
reason. 


Table 5: Civilian Providers’ Estimated Percentage of Acceptance of New Patients and New TRICARE Patients, by Problem 
Area, 2008-2011 


Area name 

Estimated percentage 
of civilian providers 
accepting any new 
TRICARE patients 
(margin of error)® 

Estimated percentage 
of civilian providers 
accepting any 
new patients 
(margin of error) 

Estimated percentage 
of civilian providers 
accepting any new 
TRICARE patients, if 
accepting any 
new patients 
(margin of error)’’ 

Estimated percentage 
of civilian providers 
accepting any new 
TRiCARE patients, if 
accepting new 
Medicare patients 
(margin of error)® 

Prime Service Areas (PSA) 

1, 

Centrai/Southern-Central 
Coastal California 

45(8) 

92(5) 

48 (8) 

66(10) 

2 

Northeastern Texas 

53 (6) 

97(2) 

55 (6) 

70(7) 

Hospital Service Areas (HSA) 

1, 

Austin, Texas 

46(6) 

98(2) 

47(6) 

65 (8) 

2. 

Datlas/Ft, Worth, Texas® 

50 (6) 

95 (3) 

53 (6) 

70(7) 


Source GAO analysis o* TMA data 


Notes: The margin of error is at the 95 percent conSdence level. Areas were considered only If they 
had at least 30 respondents for the beneficiary survey and at least 50 respondents for the civilian 
provider sun/ey. 

Areas in this taWe had an estimated 31 percent or more of nonenroKed beneficiaries who v«re having 
difficulties finding any type of civilian provider who will accept TRICARE (the national estimate, or 
greatw^) and equal to or less than an estimated 58 percent of civilian providers who were accepting 
new TRICARE patients (the national estimate or less). Both determinations were made using the 
estimates’ margins of error at the 95 percent confidence level. 

Estimated percentages and margins of error have been rounded to the nearest whole nmiber. 

Eac^ sixveyed HSA was part of a PSA or non-PSA {depending on the location). 

‘Estimated percentage Is based on the number of civilian providers who answered “for a!! claims" or a 
"claim-by-daim basis" to the question that asked “As of today, is the provider accepting new 
TRICi^E Standard patterns?" 
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“Estimated percentage is based wi die number of civilian providers wrtio answered yes to questions 
that asked the follow^: "As of tcxiay, is the provider accepting any new patients?" and “As of today, 
is the provkter acc^ting newTRJCARE Standard patients?" The yes response to this question 
represents the providers’ intfcation that they were accepting new TRICARE Standard patients on 
either a 'claim-by-d^ basis” or “for all claims." 

'Estimated percentage is based on the number of civilian providers who answered yes to questions 
that asked the foJIovwng: “As of today, is the provider accepting new Medicare patients?" and “As of 
today, is the provider arx^iting new TRICARE Standard patients?" The yes response to this question 
represCTits the providers' indicatkvi that they were accepting new TRICARE Standard patients on 
either a “claim-by-daim basis' or “for all da^s.” 

*The Daltas/Ft. WorOi, Texas. HSA is part of the Northeastern Texas PSA. 

When analyzing this data by type of provider {primary care, specialty, and 
mental health), we found four areas where the percentage of civilian 
primary care providers who were accepting any new TRICARE patients 
was at or below the national estimate, but did not find similarly low- 
percentage areas for civilian specialty care providers. Because of the low 
numbers of survey responses, we are unable to report survey results for 
access problems to civilian mental health care providers. 


Civilian Primary Care In determining areas where nonenrolled beneficiaries experienced access 

Providers problems to civilian primary care providers, we first identified 21 individual 

areas where the estimated percentage of nonenrolled beneficiaries who 
experienced difficulties finding a civilian primary care provider met or 
exceeded the national estimate (25 percent). Of these, we identified 
2 PSAs where the estimated percentage of civilian primary care providers 
who were accepting any new TRICARE patients was at or below the 
national estimate (67 percent) — Northeastern Texas and Eastern-Central 
Texas. We also identified 2 HSAs that met these criteria, each of which 
was contained in one of the PSAs we identified. Table 6 shows each of 
these areas with the estimated percentage of (1) nonenrolled 
beneficiaries who experienced problems finding a civilian primary care 
provider and (2) civilian primary care providers who were accepting any 
new TRICARE patients. 
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Table 6; Areas Where the Percentage of Nonenrolled Beneficiaries Who Experienced Problems Finding a Civilian Primary 
Care Provider Was at Least the National Estimate and Where the Percentage of Civilian Primary Care Providers \Nho Were 
Accepting Any New TRICARE Patients Was at or below the National Estimate, 2008-201 1 


Area name 

Estimated percent of beneficiaries 
with a problem finding a civilian primary 
care provider (margin oferror)^ 

Estimated percent of civilian 
primary care providers accepting new 
TRiCARE patients (margin of error)*’ 

Prime Service Areas (PSA) 

1 . Northeastern Texas 

40 (10) 

48(10) 

2. Eastern-Central Texas 

38 (12)^ 

53(10) 

Hospital Service Areas (HSA) 

1. Austin, Texas° 

56 (18)'" 

42(11) 

2. Dailas/Ft. Worth, Texas® 

40 (14)^ 

51 (12) 

Source: GAO enalyss ^ TMA data 


Notes: "Rie margin of error is at the 95 percent confidence level. Areas were considered only if they 
had at least 30 respondents for the benefidary survey and at least 50 respondents for the civilian 
provider survey. 

Areas In this table had an estimated 25 percent or more of nonenrolled beneficiaries who were having 
difftci^ties finding a civilian primary care provider who will accept TRICARE (the national estimate, or 
greater) and equal to or less than an estimated 67 percent of civilian primary care providers who were 
accepting new TRICARE patients (the national estimate or less). Both determinations were made 
using the estimates’ margins of error at the 95 percent confidence level. 

Estimated percentages and margins of error have been rounded to the nearest iMiole number. 
'Estimated percentage is based on the number of beneficiaries responded that they used 

TRICARE ^andard, TRICARE Extra, or TRiCARE Reserve Select ttie most In the last 12 months, 
and of those, the number who responded "a big probl^” or “a small problem" to the question that 
asked “In the last 12 moi>ths. how much of a problem was it to find a personal doctor or nurse who 
would accept TRICARE?" We also limited nonenrolled beneficiary responses to those who indicated 
their provider was a civilian provider. 

"Estimated percentage is based on the number of civilian primary care providers who answered "for 
all claims" or a "claim-by-claim basis" to the question that asked "As of today, is the provider 
accepting new TRICARE Standard patients?" 

'These estimates have relative margirrs of errors that are 30 percent or greater. 

■’The Austin. Texas. HSA is part of the Eastern-Central Texas PSA. 

'The Dallas/Ft. Worth, Texas, HSA is part of the Northeastern Texas PSA. 

As we similarly found in the areas where nonenrolled beneficiaries were 
having access problems for any type of civilian provider, we found that 
between 94 and 97 percent of civilian primary care providers in the 
Northeastern Texas PSA/Dallas/Ft. Worth HSA and the Eastern-Central 
Texas PSA/Austin, Texas, HSA were accepting new patients, but only 
around half of them were accepting new TRICARE patients. (See 


Austin, Tet^s, HSA is part of ttie Eastern-Central Texas PSA. and the Dallas/Ft Worth, 
Texas, HSA is part of the Northeastern Texas PSA. 
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table 7.) Further, of the civilian primary care providers in the two PSAs 
who were accepting new Medicare patients, between 59 and 68 percent 
were accepting any new TRICARE patients/® Reimbursement was the 
most cited reason by civilian primary care providers for not accepting any 
new TRICARE patients in each of these areas except for the Dalias/Ft. 
Worth, Texas, HSA, for which “don't know/no answer” was the most cited 
reason. 


Table 7: Civilian Primary Care Providers’ Estimated Percentage of Acceptance of New Patients and New TRICARE Patients, 
by Problem Area, 2008-2011 


Estimated percentage 
of civilian primary 
care providers 
accepting any new 
TRICARE patients 
Area name (margin of error)® 

Estimated percentage 
of civilian primary care 
providers accepting 
any new patients 
(margin of error) 

Estimated percentage of 
civilian primary care 
providers accepting 
any new TRICARE 
patients, if accepting 
any new patients 
(margin of error)® 

Estimated percentage of 
civilian primary care 
providers accepting any 
new TRICARE patients, 
if accepting new 
Medicare patients 
(margin of error)® 

Prime Service Areas (PSA) 

1- Northeastern Texas 

48(10) 

95 (5) 

51 (11) 

59(13) 

2, Eastern-Central Texas 

53(10) 

96(4) 

55(10) 

68(15) 

Hospital Service Areas (HSA) 

1. Austin, Texas® 

42(11) 

97(4) 

43(11) 


“z Dallas/Ft. Worth, Texas' 

51 (12) 

94(6) 

54(12) 



Source: GAO sr>3iysis of tma data. 


Notes; The margin of error is at the 95 percent confidertce level. Areas were considered only if they 
had at least 30 respondents for the beneficiary survey and at least 50 respondents for the civilian 
provider survey. 

Areas in this table had an estimated 25 percent or more of nonenrolled benenciarles who were having 
dtffiojllies finding any twie of civilian provider who will accept TRICARE (the national estimate, or 
greater) and equal to or less than an estimated 67 percent of civilian providers who were accepting 
new TRICARE patients (the national estimate or less) Both determinations were made using the 
estimates’ margins of error at the 95 percent confidence level. 

Estimated percentages and margins of error have been rounded to the nearest whole number, 
‘Estimated percentage is based on the number of civilian primary care providers who answered "for 
all claims’ or a 'claim-by-claim basis’ to the question that asked "As of today, is the provider 
accepting new TRICARE Standard patients?" 

‘’Estimated percentage is based on the ni^nber of civilian primary care providers who answered yes 
to questions that asked the following; 'As of today, is the provider accepting any new patients?” and 
"As of today, is the provider accepting new TRICARE Standard patients?" The yes response to this 


®We do not present the estimates for the percentage of civilian primary care provider in 
the two HSAs that were accepting any new TRiCARE patients, if they were accepting new 
Medicare patients, because the number of responses was below 50. 
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question represents tfie prowders’ ^icalion that they were accepting new TRICARE Standard 
patients on either a ‘cia'Hn^-claim basis' or 'for all claims. " 

‘Estimated percentage is based on the number of civilian primary care providers who answered yes 
to questions that asked the foBoswing: “As of today, is the prowder accepting new Medicare patients?" 
and "As of today, is the provkter acc^ing rww TRICARE Standard patients?' The yes response to 
this question r^wesente the froviders’ indication that they were accepting new TRICARE Standard 
patients on eithw a “claim-by-daim basis’ or “for all claims." 

■'The Austin. Texas. HSA is part of the Eastern-Centra! Texas PSA. 

‘Because the rxjn^er resprxises was bdow 50, we do not present the estimates and margins of 
error for these iocaticMns. 

'The Datlas/Ft. Worth, Texas, HSA is part of the Northeastern Texas PSA. 


Civilian Specialty Care In determining areas where nonenrolled beneficiaries are experiencing 

Providers access fwoblems to civilian specialty care providers, we first identified 

nine individual areas where the estimated percentage of nonenrolled 
beneficiaries who experienced difficulties finding a civilian specialty care 
provider met or exceeded the national estimate (25 percent). Unlike the 
collective results for “any civilian provider” and “civilian primary care 
providers." when we examined civilian specialty care providers’ 
responses for these areas, we did not identify any geographic areas 
where the estimated percentage of civilian specialty care providers who 
were accepting any new TRICARE patients was at or below the national 
estimate (77 percent) when accounting for the margins of error at the 
95 percent confidence limit. For the nine areas where the estimated 
percentage of beneficiaries who experienced difficulties finding a civilian 
specialty care provider met or exceeded the national estimate, the 
percentage of civilian specialty care providers who were accepting new 
TRiCARE patients ranged from 75 to 86 percent."® 


Civilian Mental Health Because of the low numbers of survey responses for beneficiaries who 

Care Providers said they needed civilian mental health care, we are unable to report 

correlated survey results for access problems to civilian mental health 


One of the nine areas, frie Waska non-PSA, had less than 50 civilian specialty care 
provider respondents to the question that asked about acceptance of any new TRICARE 
patients. Therefore, its estimate is not included in this range. 
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care providere.®° However, given the nationwide shortage of certain types 
of mental health providers and the survey results that only 39 percent of 
civilian mental health care providers were accepting new TRICARE 
patients, access to mental health care providers is a concern for all 
TRICARE beneficiaries, including those who use the TRICARE Standard 
and Extra options. 


Agency Comments 
and Our Evaluation 


In reviewing a draft of this report. DOD concurred with our overall findings 
and provided technical comments, which we incorporated where 
appropriate. (See app. VI.) 


We are sending copies of this report to the Secretary of Defense and 
appropriate congressional committees. The report is also available at no 
charge on GAO’s website at http;//www.gao.gov. 

If you or your staff members have any questions about this report, please 
contact me at (202) 512-7114 or draperd@gao.gov. Contact points for our 
Offices of Congressional Relations and Public Affairs may be found on 
the last page of this report. GAO staff members who made key 
contributions to this report are listed in appendix VN. 



Debra A. Draper 
Director, Health Care 


order for nonenrolled benefidaries to respond to the question that asked "in the last 
12 months, how much of a problem, if any, was it to get the treatment or counseling you 
needed through your health plan?.' they needed to have answered "yes” to the question 
that asked “in the last 12 months, did you need any treatment or counseling for a personal 
or family problem?” Additionally, nonenrolled beneficiaries had to have responded that 
their mental health care provider was a civilian provider. 
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Appendix I: TRICARE Management Activity’s 
Methodology for the 2008-2011 Beneficiary 
and Civilian Provider Surveys 


The National Defense Authorization Act for Fiscal Year 2008 (NDAA 
2008) directed the Department of Defense (DOD) to determine the 
adequacy of the number of health care and mental health care providers 
that currently accept nonenrolled beneficiaries as patients under 
TRICARE, DOD’s health care program. We use the term “nonenrolled 
beneficiaries” for beneficiaries who are not enrolled in TRICARE Prime 
and who use the TRICARE Standard or Extra options, or TRICARE 
Reserve Select (TRS)T The NDAA 2008 also included specific 
requirements related to the number and priority of areas to be surveyed, 
including the populations to be surveyed each year, content for each type 
of survey, and the use of benchmarks. Within DOD, the TRICARE 
Management Activity (TMA), which oversees the TRICARE program, has 
the lead responsibility for designing and implementing the nonenrolled 
beneficiary and civilian provider surveys. The following information 
describes TMA’s methodology, including its actions to address the 
requirements for each of the following: (1) survey area. (2) sample 
selection, (3) survey content, and (4) the establishment of benchmarks. 


^iir\/pv Arpji ^plApfinn NDAA 2008 specified that DOD survey beneficiaries and providers in 

otu vt;y otJiticuuii 20 TRICARE Prime Service Areas (PSA),^ and 20 geographic 

areas in which TRICARE Prime is not offered — referred to as non-Prime 
Service Areas (non-PSA)— each fiscal year, 2008 through 201 1 . The 
NDAA 2008 also required DOD to consult with representatives of 
TRICARE beneficiaries and health care and mental health care providers 
to identify locations where nonenrolled beneficiaries have experienced 
significant access-to-care problems, and give a high priority to surveying 
health care and mental health care providers in these areas. Additionally, 


^TRICARE Prime is an option that includes the use of civilian provider networks and 
requires enrollment. TRICARE beneficiaries who do not enroll in this option may obtain 
care from nonnetwork providers through TRICARE Standard, or from network providers 
through TRICARE Extra. We included TRS beneficiaries in our definition of nonenrolled 
beneficiaries because, although they must enroll in the plan, they can receive care from 
nonnetwork or network providers similar to TRICARE Standard and Extra beneficiaries. 
We did not include TRICARE Young Adult-Standard Option beneficiaries in our analysis 
because this plan did not become available until May 201 1 . 

^PSAs are geographic areas determined by the Assistant Secretary of Defense (Health 
Affairs) that are defined by a set of five-digit zip codes, usually within an approximate 
40 mile radius of a military treatment facility. The managed care support contracts require 
the contractor to develop ciwiian provider networks at all Base Realignment and Closure 
(BRAC) sites, wtiich are mifitary installations that have been closed or realigned as a 
result of decisions made by the Commission on Base Realignment and Closure. 
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Appendix i: ^iC/U%E Management Activity's 
Methodology for tfte 2008-2011 Beneficiary and 
Civilian Provider Survey 


the NDAA 2008 required DOD to give a high priority to surveying areas in 
which a high concentration of Selected Reserve servicemembers live. 

In designing the 2008 through 201 1 nonenrolled beneficiary and civilian 
provider survey, TMA defined 80 PSAs and 80 non-PSAs that allowed it 
to survey the entire country over a 4-year period, and subsequently 
develop estimates of access to health care and mental health care at 
service area and national levels. TMA identified the 80 PSAs by collecting 
zip codes where TRICARE Prime was offered from officials within each of 
the three TRICARE Regional Offices. TMA grouped these zip codes into 
80 nonoverlapping areas so that each area had roughly the same number 
of TRICARE-eligible beneficiaries. Because non-PSAs had not previously 
been defined, TMA sought to define them by grouping all zip codes not in 
PSAs into one large area using Hospital Referral Regions,^ which are 
groupings of Hospital Service Areas (HSA).*' TMA divided the large area 
into 80 non-PSAs so that each area had roughly the same number of 
TRICARE-eligible beneficiaries. 

To identify locations where nonenrolled beneficiaries and health care and 
mental health care providers have identified significant levels of access- 
to-care problems under TRICARE Standard and Extra, TMA spoke with 
groups representing beneficiaries and health care and mental health care 
providers, as well as officials at the TRICARE Regional Offices. These 
groups suggested cities and towns where access should be measured (in 
addition to the larger PSAs and non-PSAs), and HSAs corresponding to 


^The Hospital Referral Region designation is derived from a Dartmouth College study that 
groups HSAs into distinct sets by documenting where patienfe were referred for major 
cardiovascular surgical procedures and for neurosurgery. Each HSA was examined to 
deteimine where most of its residents went for these services. The result was the 
aggregation of the more than 3.000 HSAs into 306 Hospital Referral Regions. A TMA 
official noted that TMA endorsed the Hospital Referral Region methodology in part 
because it is based on the medical observations of all Medicare beneficiaries, and 
TRiCARE reimbursement rates are based on Medicare reimbursement rates. In addition, 
TMA used this methodology in its survey of civilian providers during fiscal years 2005 
through 2007. In 20C®, we reviewed the methodology TMA used for the 2005 civilian 
provider survey. GAO, Defense Health Care: Access to Care for Beneficiaries Who Have 
Not Enrolled in TRICARE's Managed Care Option, GAO-07-48 (Washington D C 
Dec 22. 2006). 

^HSAs are collections of zip codes organized into over 3,000 geographic regions in which 
Medicare beneficiaries seek the majority of their care from one hospital or a collection of 
hospitals. HSAs have nonoverlapping borders and contain all U S. zip codes without gaps 
in coverage. 
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Appendix i: TRiCARE Mwiagement Activity’s 
Methodology for the 2008-2011 Beneficiary artd 
Civilian Provider Surveys 


each city and town wrere then identified. On the basis of the groups’ 
recommendations, multiple lists were created and sorted in priority order: 
21 HSAs were surveyed in the 2008 surveys;^ 9 HSAs in the 2009 
surveys; 25 HSAs in the 2010 surveys; and 16 HSAs in the 201 1 civilian 
provider survey. This resulted in a total of 55 HSAs surveyed for the 
nonenrolled beneficiary survey, and 71 HSAs surveyed in the civilian 
provider survey (the 71 HSAs includes the same 55 HSAs surveyed for 
the nonenrolled beneficiary survey and an additional 16 that were 
selected for the 201 1 fielding).® Although the NDAA 2008 required DOD 
to give a high priority to surveying areas in which a high concentration of 
Selected Reserve servicemembers live. TMA officials decided to 
randomly select areas for the surveys in order to produce results that 
could be generalized to the populations in the areas surveyed and to 
survey the entire United States over the 4-year period — an approach we 
deemed acceptable in our previous report.^ 


^Because of timing issues, the 21 HSAs were not identified in time to be included with 
frie 2008 fielding of the nonenrolled beneficiary survey. Therefore, TMA surveyed these 
21 HSAs in the 2009 fielding of the nonenrolled beneficiary survey, along with the 9 HSAs 
scheduled to be surveyed during the 2009 fielding. Although the 21 HSAs were not 
actually surveyed during the 2008 fielding, TMA included them when it presented the 
results of tfie 2008 nonenrolled beneficiary survey. The civilian provider survey was not 
affected by these issues. 

®Of the 71 HSAs. all were included for ttie civilian provider survey, but only 55 HSAs were 
included for the beneficiary survey. According to TMA officials, the 16 HSAs that were 
included in the 201 1 civilian prowder survey were not included in the 201 1 beneficiary 
survey because of funding issues. 

^See GAO. Defense Health Care: 2006 Access to Care Surveys Indicate Some Problems, 
but Benehciaty Satistochon Is Similar to Other Health Plans. GAO-10-402 (Washington 
D.C.: Mar. 31, 2010). ' 
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Appendix i: TRtC/^E Haiu^ement Activity's 
Methodology for the ^K^2011 Beneficiary and 
Civilian Provider Survey 


Survey Sample 
Selection 

Nonenrolled Beneficiary TMA selected Its sample of beneficiaries who met its criteria for inclusion 
Survey Sample Selection the beneficiary survey using DOD's Defense Enrollment Eligibility 

Reporting System (DEERS),® a database of DOD beneficiaries who may 
be eligible for military health benefits. TMA determined a beneficiary’s 
eligibility to be included in the nonenrolled beneficiary survey if DEERS 
indicated that the individual met five criteria: 

1 . eligible for military health care benefits as of the date of the sample 
file extract; 

2. age 18 years old or older; 

3. not an active duty member of the military; 

4. residing in one of the 20 randomly selected PSAs or 20 randomly 
selected non-PSAs to be surveyed that year; and 

5. not enrolled in TRICARE Prime, or is enrolled in TRS,® 

From this database, TMA randomly sampled 1,000 beneficiaries from 
each PSA and non-PSA — a sample size that would achieve TMA’s 
desired sample error rate.’° For the 2008, 2009, and 2010 survey 
fieldings, TMA used a sample size between approximately 40,000 and 
50.000 beneficiaries. Because of budgetary constraints, the sample size 
of the 201 1 nonenrolled beneficiary survey was decreased to around 
34,000.’’ Because of this reduction, the 201 1 sample was further 


®D£ERS is a database that contains the service-related and demographic data that are 
used to determine eligibility for military benefits, including health care, for all active duty 
senflcemembers. military retirees, and the dependents and survivors of active duty 
servtcemembers and military retirees. As individuals join the military, the various agencies 
enter information about them into DEERS and update this information as an individual's 
status changes. The individual servicemember is responsible for providing information to 
DEERS on dependents, and for reporting changes concerning dependents. 

®TMA’s sample included retirees not enrolled in Medicare, dependents of active duty 
personnel, and beneficiaries enrolled in TRS in fiscal year 2008. 

’°TMA desired a sample error of plus or minus 5 percent at the 95 percent confidence 
levei- 

”This reduction was achieved by eliminafing the HSAs from the 201 1 nonenrolled 
beneficiary survey area selection. 
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Appendix I; TI^CARE Management Activity's 
Methodology for the 2008*2011 Beneficiary and 
Civiiian Provider Survej^ 


stratified by using claims data to identify beneficiaries who would likely 
self-report as TRICARE Standard and Extra users. After receiving the 
returned surveys, TMA Identified the responses that it considered 
complete and eligible on the basis of whether the beneficiary had 
answered at least half of TMA’s identified "key" questions. Table 8 sho\Are 
the number of nonenrolled beneficiary surveys mailed, by fiscal year. 


Table 8: Number of Beneficiary Surveys Malted, Returned, and Complete and Eligible, by Fiscal Year 


Fiscal year 

Final count mailing 
attributed to this year 

CcMnpiete and eligible 
surveys returned^ 

Complete and eligible responses 
from nonenrolled beneficiaries who 
used TRICARE Standard, Extra or 
TRICARE Reserve Select^ 

2008 

51.568 

20.431 

6,936 

2009 

40,996 

16.767 

5,690 

2010 

46,063 

16,793 

6,027 

2011 

38.214 

12.599 

5,397 

Total 

176,841 

66,590 

24,050 

Soon»: TMA. 


•tricare Management Activity (TMA) identified the responses that it considered complete and 
eligible based on whether the beneficiary had answered at least half of TMA's identified "key" 
questions. 

‘Complete and eligible responses ftwn a nonenroifed beneficiary that used TRICARE Standard, 
Extra, or TRICARE Reserve Select are those that were complete and eligible, and the respondent 
answered that he or she used TRICARE Standard or Extra or TRtCARE Reserve Select in response 
to the following question: ‘Which health plan did you use for ail or most of your health care in the last 
12 months?" 


Civiliaii Provider Survey For each survey fielding, TMA selected the civilian provider sample within 
Sample Selection same 20 PSAs and 20 non-PSAs that had been randomly selected for 

that year’s nonenrolled beneficiary survey, as well as civilian providers in 
the HSAs identified by beneficiary and provider groups as having 
significant levels of access-to-care problems under TRICARE Standard 
and Extra. TMA used the American Medical Association Physician 
Masterfile to select a sample of physicians who were licensed, office- 
based civilian medical doctors or licensed civilian doctors of osteopathy 
within the specified locations who were engaged in more than 20 hours of 
patient care each week. The American Medical Association Physician 


’^According to a TMA official, using TRICARE claims data would help to increase the 
proportion of TRICARE users to those ttiat used other health insurance. 
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Appendix i: TRICARE Management Activity’s 
Methodology fw- the 2008-2011 Beneficiary and 
Civilian Provider Surveys 


Masterflie Is a database of physicians in the U.S. — Doctors of Medicine 
and Doctors of Osteopathic Medicine — that includes data on all 
physicians who have the necessary educational and credentialing 
requirements. This “Masteifile" did not differentiate between TRiCARE’s 
network and nonnetwork civilian providers, which TMA deemed 
acceptable to avoid any potential bias in TMA’s sample selection. As 
such, TMA selected this file because it is widely recognized as one of the 
best commercially available lists of providers in the United States and 
contained more than 940.000 physicians along with their addresses, 
phone numbers, and informafion on practice characteristics, such as their 
specialty. According to TMA, the American Medical Association updates 
physicians’ addresses monthly and other elements through a rotating 
census methodology involving approximately one-third of the physician 
population each year. Although the Masterfile is considered to contain 
most providers, deficiencies in coverage and inaccuracies in detail 
remain. Therefore, TMA attempted to update providers’ addresses and 
phone numbers and ensure that providers were eligible for the survey by 
also using state licensing databases, local commercial lists, and 
professional society and association lists. 

For its 2008 and 2009 mental health care provider sample selection, TMA 
selected a sample of mental health care providers from two sources; the 
American Medical Association’s Masterfile of psychiatrists, and LISTS, 

Inc. — a list of names with contact information assembled from state 
licensing boards. For the 2010 and 201 1 mental health care provider 
sample selections, TMA also used mental health specialty areas from the 
National Plan and Provider Enumeration System database maintained by 
the Centers for Medicare & Medicaid Services, in addition to data from 
LISTS, Inc., and the psychiatrist data from the American Medical 
Association’s Masterfile. According to TMA, it selected these sources for 
mental health care providers because they have been identified as the 
most comprehensive databases for these health care providers. 

From these data sets, TMA planned to randomly sample about 
800 providers (400 each of physicians and mental health care providers) 
from each PSA, non-PSA, and HSA — a sample size that would achieve 
TMA's desired sample error rate.’^ In those instances where there were 


^^TMA did not include all physician specialist types, such as epidemiologists and 
pathologists, in its survey. 

’^TMA desired a sample error of plus or minus 5 percent at a 95 percent confidence level. 
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Appendix I: TRICARE Man^ement Activity’s 
Methodology for the 200&-2011 Beneficiary and 
Civilian Provide Serves 


not 800 providers in a single area, TMA selected ai! of the providers in 
that area to receive surveys. As the PSA and non-PSA regions were 
formed on ttie basis of the number of beneficiaries and not the number of 
civilian providers, some regions with a large number of civilian providers 
were sampled at relatively low rates in 2008, 2009, and 2010. To improve 
the precision of national estimates, in 201 1 TMA selected six areas to 
oversample: (1) Southeastern N.Y. and Northern N.J. (New York City); 

(2) Los Angeles, Calif.; (3) Eastern Mass. (Boston); (4) Northeastern/ 
Central Ohio (Cleveland); (5) Southeastern/Northern Mich. (Detroit); and 
(6) Northwestern/Noftheastern/Centrai-Eastern 111. and Southwestern 
Wise. (Chicago). Therefore, in 2011, a supplemental sample of 4,800 
providers was drawn for these 6 PSAs, thereby increasing the numbers of 
eligible providers in each area: 

• 1 .600 providers from the two 2008 PSAs (Los Angeles, California, and 
Southeastern New York/Northern New Jersey); 

• 800 providers from the one 2009 PSA (Eastern Massachusetts); and 

• 2,400 providers from the three 2010 PSAs (Northeastern/Central 
Ohio, Southeastern/Northern Michigan, and 
Northwestern/Northeastern/Centrai-Eastern (Ilinois/Southeastern 
Wisconsin). 

Upon receipt of the returned surveys, TMA identified the responses that it 
considered complete and eligible based on the following criteria for 
respondents: (1) if the provider answered “yes” to the questions that 
asked whether the provider offers care in an office-based location or 
private practice: (2) for the nonphysician mental health survey, if the 
provider responded he or she was one of the six TRICARE participating 
specialties: certified clinical social worker, certified psychiatric nurse 
specialist, clinical psychologist, certified marriage and family therapist, 
pastoral counselor, or mental health counselor; and (3) the provider had 
to have completed three key questions on the physician survey 
instrument, or three key questions on the nonphysician mental health 
provider sun/ey Instrument. Table 9 shows the number of civilian provider 
surveys mailed, by fiscal year. 
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Appendix i: TRiCARE Mmagement Activity’s 
Mettiodoiogy for the 2008-2811 Beneficiary and 
Civilian Provider Survejw 


Table 9: Number of Civilian Physician and Nonphysician Mental Healtti Provider Surveys Mailed, Returned, and Complete and 
Eligible, by Fiscal Year 


Final count mailing 
attributed to this year 

Completed surveys 
returned^ 

Complete and eligible 
responses® 

2008 total 

40,589 

18,557 

11,358 

Physician 

20.193 

9,123 

7,628 

Nonphysician mental health 

20,396 

9,434 

3,730 

2009 total 

52,234 

20,726 

14,017 

Physician 

23,031 

9,243 

8,036 

Nonphysician mentai health 

29,203 

11,483 

5,981 

2010 total 

51,358 

22,564 

14,822 

Physician 

25.095 

11,278 

9,183 

Nonphysician mental health 

26,263 

11,286 

5,639 

201 1 total (supplement total)® 

50,593 (4,800) 

20,264(1,649) 

13.156(1,052} 

Physician® 

24,498 (2,400) 

10,279 (829) 

8,266 (657) 

Nonphysician mental health® 

26,095 (2,400) 

9,985 (820) 

4,890 (395) 

Overall total 

194,774 

82,111 

55,019 


Source. GAO antfysis o( TMA Oata. 


‘TRICARE Management Activity (TMA) considered a survey complete if the provider completed three 
key questions on the physician survey instnxnent, or three key questions on the non-physician mentat 
health provider survey instrument that asked about the providers' location of practice and awareness 
and acceptance of TRICARE. 

"TMA considered a survey complete and eligible if; (1) the provider compieted three key questions on 
the physician survey instrument or three key questions on the non-physician mental health provider 
survey insltument; (2) the provider answered ■yes” to the questions that asked whether the provider 
offers care in an office-based location or private practice; and (3) for the non-physician mentai health 
survey, if the provider responded they were one of the six TRiCARE participating specialties; certified 
clinical social worker, certified psychiatric nurse specialist, clinical psychologist, certified marriage and 
family therapist, pastoral counselor, or mental health counselor. 

'As the Prime Service Area and non-Prime Service Area regions were formed based on the number 
of beneficiaries and not the number of civilian providers, some regions with a large number of civilian 
providers were sampled at relatively low rates in 2008, 2009, and 2010. To improve the precision of 
national estimates. TMA selected six regions to oversample in 201 1 . These numbers are not included 
in the 2008, 2009, and 2010 counts. 
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Appendix I: TRICARE Mw^ement Activity’s 
Methodology for ttie 2008-2011 Beneficiary and 
Civilian Provider Surveys 


Beneficiary and 
Provider Survey 
Content 

Nonenrolled Beneficiary The NDAA 2008 required that the beneficiary survey include questions to 
Survey Content determine whether TRICARE Standard and Extra beneficiaries have had 

difficulties finding physicians and mental health care providers willing to 
provide services under TRICARE Standard or TRICARE Extra. TMA’s 
2008 nonenrolled beneficiary survey included 91 questions that 
addressed, among other things, health care plans used; perceived access 
to care from a personal doctor, nurse, or specialist; the need for treatment 
or counseling; and ratings of health plans. TMA based some of its 2008 
nonenrolled beneficiary survey questions on those included in the 
Department of Health and Human Services’ Consumer Assessment of 
Healthcare Providers and Systems (CAHPS), a national survey of 
beneficiaries of commercial health insurance, Medicare, Medicaid, and 
the Children’s Health Insurance Program. Over the 4 years of the 
nonenrolled beneficiary survey fielding, TMA added three additional 
questions to the original 91 questions in the 2008 nonenrolled beneficiary 
survey that covered topics about the beneficiaries' flu-shot history, and 
what they liked and disliked about TRICARE Standard and Extra. 
Additionally, In 2011, “TRiCARE Young Adult" and “TRtCARE Retired 
Reserve” were added to the response selections for the question that 
asked about the health plan the beneficiary used. (See app. li for a copy 
of the 201 1 beneficiary survey instrument.) 

When TMA began mailing the beneficiary survey, it included a combined 
cover letter and a questionnaire to all beneficiaries in its sample — with the 
option of having beneficiaries complete the survey by mail or Internet. 

The cover letter provided information on the options available for 
completing the survey, as well as instructions for completing the survey 
by Internet. If the beneficiary did not respond to the mailed questionnaire, 
TMA mailed a second combined cover letter and questionnaire 4 weeks 
later encouraging the beneficiary to complete the survey. 


Civilian Provider Survey For the civilian provider survey, the NDAA 2008 required questions to 
Content determine; (1) whether the provider is aware of TRICARE; (2) the 

percentage of the provider’s current patient population that uses any form 
of TRICARE; (3) whether the provider accepts Medicare patients for 
health care and mental health care; and (4) if the provider accepts 
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Appendix i: TRICARE Management Activity’s 
Methodology for the 2008-2011 Beneficiary and 
Civilian Provider Surveys 


Medicare patients, whether the provider would accept new Medicare 
patients. TMA obtained clearance for its provider survey from the Office of 
Management and Budget (OMB) as required under the Paperwork 
Reduction Act.^® Subsequent to this review, OMB approved an 1 1 -item 
questionnaire for physicians (including psychiatrists) and a 12-item 
questionnaire for nonphysician mental health providers. The mental 
health care providers’ version of the survey includes an additional 
question about what type of mental health care the provider practiced. 
Beginning with the 2009 civilian provider survey, an additional follow-up 
question was added that asked the provider what type of practice they 
practiced in if the provider indicated that they were not in private practice. 
Although a civilian provider’s indication that the provider was not in 
private practice still made the provider’s responses ineligible for the 
survey, the additional information from these nonprivate practice civilian 
providers could be used by TMA to glean additional information about 
civilian providers. (See app. Ill for a copy of the 201 1 civilian provider 
survey Instruments.) 

When TMA began mailing the provider survey, it included a combined 
cover letter and a questionnaire to each provider in the sample. The 
providers had the option of completing the survey by mail, fax, or Internet. 
The cover letter provided information on the options available for 
completing the survey, as well as instructions for completing the survey 
by Internet. If the provider did not respond to the mailed questionnaire, 
TMA mailed a second combined cover letter and questionnaire about 
4 weeks later encouraging the provider to complete the survey. 


SlirVPV Rpnrhmarks accordance with the NDAA 2008, TMA identified benchmarks for 

^ analyzing the results of the beneficiary and civilian provider surveys. 

Because TMA based some of its 2008 beneficiary survey questions on 
those included in the CAHPS surveys, it was able to compare the results 
of those questions with its 2008 through 2011 beneficiary survey results. 
To benchmark its provider survey. TMA compared the results of its 2008 
through 201 1 surveys with the results of its 2005, 2006, and 2007 


^®The Paperwork Reduction Act requires that all federal agency activities that involve 
collecting inftxmatlon from the public involving 10 or more people be approved by OMB to 
ensure that collection of this information will have a minimum burden on the public See 
44 U.S.C. §§ 3507 and 3508. 
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provider surveys. A TMA official noted that TMA was unaware of any 
external benchmarks that would be applicable to its surveys of providers. 


Analyses of Survey 
Results 

Analysis of Nonenrolled in analyzing the resuits of the nonenrolled beneficiary survey, TMA 

Beneficiary Survey Results representatives conducted yearly nonresponse analyses because the 
overall response rate for the surveys was around 38 percent. To 
conduct this analysis for the 2008, 2009, and 2010 survey years, TMA did 
the following: (1) compared key beneficiary demographic characteristics 
of respondents to those of nonrespondents (e.g., beneficiary gender and 
age) and (2) interviewed a sample of beneficiaries who did not respond to 
the original survey or the follow-up second mailing and compared their 
responses with the original survey respondents. Because of budgetary 
constraints during the 2011 survey year, TMA only compared key 
beneficiary demographic characteristics of respondents to those of the 
nonrespondents. The results of TMA’s nonresponse analyses indicated 
that respondents to the nonenrolled beneficiary survey differed 
substantially from the surveyed population in some demographic 
characteristics. For example, the analyses indicated that retirees, 
dependents of retirees, and dependents of survivors were 
overrepresented in the study, and dependents of active duty 
servicemembers, dependents of Guard/Reserve personnel, and 
dependents of Inactive guard personnel were underrepresented in the 
study. Additionally, in each of the years in which TMA representatives 
conducted follow-up interviews (2008-2010), they found some response 
differences between survey respondents. For example, each year in 
follow-up interviews of nonrespondents, they found these beneficiaries 
rated their primary care provider and health plans more favorably than 
beneficiaries who responded to the survey. According to TMA 
representatives, they used a weighting scheme to reflect the survey 


^®OMB's guidance suggests that if response rates are below 80 percent, agencies should 
conduct a nonresponse analysis. Such an analysis is used to verify that noniespondents 
to the survey would not answer differenHy from those who did respond and that the 
respondents are r^resentative of ttie target population, thus ensuring that the results can 
be generalized to the population from which the sample was chosen. 
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population proportions to correct any bias as a result of survey 
nonresponse. 


Analysis of Civilian in analyzing the results of the provider survey, TMA conducted a 

Provider Survey Results nonresponse analysis because the overall response rate to the surveys 
was about 42 percent. To conduct this analysis for the 2008, 2009, and 
2010 surveys. TMA did the following: (1) compared key provider 
demographic characteristics of respondents to those of nonrespondents 
(for example, provider type and area) and (2) interviewed a sample of 
physicians and mental health care providers who did not respond to the 
survey, follow-up second mailing, or follow-up telephone calls and 
compared their responses with the survey respondents. Because of 
budgetary constraints during the 201 1 survey year, TMA only compared 
key provider demographic characteristics of respondents to those of the 
nonrespondents. The results of TMA’s nonresponse analyses indicated 
that there are some demographic differences between respondents and 
those who did not respond. For example, the analyses indicated that in 
some years psychiatrists were underrepresented in the sun/ey samples. 
Overall, however, the results were consistent among the nonresponse 
analyses and indicated little variation between respondents and 
nonrespondents. As TMA used In the weighting scheme for the 
nonenrolled beneficiary survey, TMA used a weighting scheme to reflect 
the survey population proportions to correct any bias as a result of survey 
nonresponse. 
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The National Defense Authorization Act for Fiscal Year 2008 (NDAA 
2008) directed the Department of Defense (DOD) to determine the 
number of health care and mental health care providers that currently 
accept nonenrolled beneficiaries as patients under TRICARE, DOD’s 
health care program. For the purpose of this report, we use the temi 
“nonenrolled beneficiaries" for beneficiaries who are not enrolled in 
TRICARE Prime and who use the TRiCARE Standard or Extra options, or 
TRICARE Reserve Select (TRS).’ Specifically, the NDAA 2008 specified 
that DOD conduct surveys of beneficiaries each fiscal year, 2008 through 
201 1 . The NDAA 2008 also required that the beneficiary survey include 
questions seeking information from nonenrolled beneficiaries to 
determine whether they have had difficulties finding health care and 
mental health care providers willing to accept them as patients. 

For the 2008 fielding of the beneficiary survey, 91 questions were 
included in the survey instrument. Over the next 3 years of the beneficiary 
survey’s fielding, TRICARE Management Activity (TMA) used the same 
91 questions and added these additional questions: 

• For the 2009 survey fielding and beyond, TMA added Question #81 , 
which asked “When did you last have a flu shot?” for a total of 92 
questions in 2009; 

• For the 2010 survey fielding and beyond, TMA added two questions 
(Questions #75 and #76) that asked what the beneficiary liked and 
disliked about TRICARE Standard and Extra, respectively, for a total 
of 94 questions in 201 0 and 201 1 . 

In addition, for the 201 1 survey instrument, “TRICARE Young Adult” and 
“TRICARE Retired Reserve” were added to the response selections for 
Question #2. which asked “By which health plan are you currently 
covered?” 

Following is the actual survey instrument from the 201 1 fielding that TMA 
used to obtain information from nonenrolled beneficiaries. 


^We include TRS beneficiaries in our definition of nonenrolled beneficiaries because, 
although ttey must enroll in the plan, they can receive care from network or nonnetwork 
providers similarly to TRICARE Standanj and Extra beneficiaries. We did not include 
TRICARE Young Adult-Standard Option benefidaries in our analysis because this plan did 
not become available until May 201 1 . 
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Dcsr 

Wc need your The Depanmenc of Defense need« your help incomplelingtheenelnsed^une 
2011 Healih CairSunvyt^lMf Heaeficiariet. Our RiKSKin is to provide Iieneficianes with ihv higliesl 
ijuaiiiy health care that v>e uaa. Tn accomfriish this, we need to know what v,e are doing right and whai 
needs in^vemeM. We depend c» you lo keep in HifoniKd. By sharing your thoughts and feelings about 
your hcal^care eaperiencrs. you can help us make health cate better for all beneficiaries and their familtes. 
If you have already completed the survey orriiiie. we (hank you and please disregard litis letter. 

This survey asks ahuiR your eaperieiKes and satisfaction with the health care services yon have 
received in the past 1 3 insnihs You are une of a fcw miUtaiy benericiariet who have been seicciwl for itiis 
shidy. Ye«havchec<iblttiiena.spanofascient>ricsaRipleofhealthplanniendreiv To get accurate results, 
we need to gWJUtswersfiom you and other people svca-dnowkc part idthit survey. We hope yon will 

lake the lime to answer these questions. Most po>^ ftod it takes only !5 minuies to answer thuM; qucsticHis. 

Of cuiiTic, what you hate to say is private. Your answvrs will he pari of a poof of inforntntTon from 
oih«s like you. whaiyou write will be used only by this study. Ycm may choose a> HI) out this surveyor 
noL Ifyoechuosenoim.ihis will (KHa^mheheneriuyougec. Ynnr responses urriiniXMlunl tons 
even if yoti rlonoi m-rhe ytuir health ore through the millltiry. 

vtHir convenience, you can tlv> compleic the survey online by using the link and password below. 
If yottf insiallttion's server blocks the survey site, you can con^ctc the .survey online using a civilian 
internet source: 

WHW.syiKivale.Det/heuitlisuri’eyli 

ID: 5IIIW1I<I 

PuwwnrdtOWWy 

If you ha's; quesiiiiRs about the stwey. need Um survvy sent to your new address or do not wish to 
participate, please eootaci the Survey Prucesving Center. You can reach them by email at survey- 
dttrlqZtfsynoviHe.nelihycallins |.*77-3.k*-23W;of setufing afaa to l-Wlft-lfW-TShl. Please refersnee 
yottf to nomhet. I234S67X. in all commsaUcation. 

For infflrmatHin about (he tegitimacy of the survey, please go to the TRICARE site at 
www.lricare.miVlipav/bnmc and click on the List o( Appruved Sur«cys. The DoD Report Control Symbol 
for dsis survey isRCS* DD-HAlA) IM3 . Thank you fix ysrur time and as.sisiance in this very tinpnnant 
effpri. 

SiiKcrtly, 


Umittaa V. Wiltiamji. Pb.D. 

Director, Healih Program Analysis luid Evaluation Directorate 
(HTtceofthe Asstsiani Secretary of Defease (Health Atfairsy/TRICAKE Management Activity 
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Health Care 
Survey of DoD 
Beneficiaries 


JUNE 2011 
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ajRVSY WSTRUCTKWS 


4ue$iim &Y chcdanj M bei B M let! 0) yoif 
jns«w. rMifesaRBlmMletOloSu^owtonBQuosIiminftis 
hKyoy vvti«n tM ^appc^» you »<« »• an anow nHh a noB that 
Mly yw wha! que^wi U ansa«r neal. lihe the' 

e y» •»6on>«ics»o«9 
a No 

Ktm uteconpieM (fnatkanan in IM encBactf pceiaga- 
paid anveta»»^ a«»fn daw . If ih* tmaiopa a nsstfiQ. pieasa 
Mod IP’ 

Olh» U t>9 Amtam Seoacary of CMbop (HtaRh ASaira) 
TUAM>AE 

cB Sytiovats Sunoy Piooasang Center 

POBoaHSO 

CbB^.fl. 606804134 



As an eigitite TT!lCAfl£ DaneSoa/Y. fl'aase com/ilafe las sarvey 

even I yw dM not f«e»p (Oiy Malft ssre Inir a (MMay Bciay 


•■Isase rKognlzs IhsI sotnc spociifc Quastkms atoul TR!CAR£ 
fie-tefe may nal apply fo yav. dete.nflrtjj on your enfflfamanr and 
paiiculm TOCASe prograrn. 


This sunay a aboul It’S heaffi cart d t’U parso'i whose name 
sppeKsanthecowftrfeffef The queshonnaite sfictan te compkitad 
by Ba' parson. Ifyvua'a nof Hie addressae . pleast give IPis suney 
to Bat parson 

1, Are you the panoamhow name Apfiean on the cover 
IMMr? 

□ Ves •* soTOOUEsnoH? 

D No ^ l%«ej«e/hisooEsiBnnsvi>t>f.‘»parSon 
addmaaad on Ihacova Jetfar 


J, fiyiuhidi of the foltowtng health piani are you cunwitty 

»«W(4a mTAPPLY. 

Miuury Health Plans 

O TnOU^EPiWiwfincitBirgTRICMVPnme Pernod 
TRtCARE Overseas) 

□ TRlCARE&haorSlaPdarcfiCHAlAPUS) 

£3 TfitCAftEPliB 

□ TRCAREtorLIfs 

□ TRICARE Suppbrnaild Insurance 
O TRICARE Reserve Selact 

□ TRICARE RetiW Reserve 

□ TRICARE Young Adull 

□ C(>niK(uMHeiifihC«aB<ngM Program (CHC 8 P) {a 
CO^AAke premmm-bastKf haalth cate program) 

Other HseWiPUns 

□ Medicote 

□ Federal EnBlPyeee Health BeneeiftngranlFEHSP) 

□ Medci^ or elhet stale hNiBnsurerce 

□ Ac»iiianHMO(suchasKaiser) 

□ ether tivianh^lhtftaurance (such as Blue Cross) 

□ ytvfermed Servos Famify HeaMi Ran (USFHP) 

□ TheVetaransAsrrAiisretoniVA) 

□ Oovemment health Bsurance Iran a nuniryoto Stan 
Be US 

□ NO) sure 
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1 WhiditiMlUipbndMyMUMforrtoriMttofirowiisallh 
cvt In Sm MirmonUit? 

MARK OM. y ANSHEIt. 


□ TraCAISPrim 

□ 7FSCAF£EMa(irStaniM(0<M«>US) 

a TraCACCAis 

□ Tr«CARER(«e~«SaeU 

□ TRiCARE Retied Reism 

□ TKCAREYour^AdiA 

□ Ci>n6iu»dHMM>C«Beneano9f3n)(CHCBP){a 
COBRA^ike piemiiRtiaeed heiMi caa piDgiani) 

a MeiksBetinayinclude'TnCAREiortife) 

□ Federal &rvbye«Hea(tiBeraCtftD9fein(FEKBP) 

□ MeSicadMDtherstaieheanhiftwancs 

□ AcnikanHMOIsuchasKaiur) 

□ OViormdanheallhinMiiencefiudiasSkjeCrassi 

□ UniliwnedSeivice«Farid)rHoaWiFian{USnd’) 

□ n>e Veterans AdnraffttontVA} 

a GiweiniiieriheaShhyjianceticiiiedOiinirirorieillun 

8nUS 

□ NMwn 

□ MnotunanyheattiplaiiindteleslIJinDrdh! ^ CO 
roOCESTHMj 


Ftf Bk remaridfr cf 1h^ tw^imtuiro. Ihe tonn .*iiiaWiDian leHsrs 
titan I’M •'•font tr. Oi«sbdn i 


i Ho»"nanyin»n«tn0r)iaai»b>*rMiha<ieirMb*eA|ntMt 

liMkh ((an? 

□ UutianSmonna 
a SdpKilimsnIhs 
D 12<«iB2*ir«ndia 

□ ZucMSteais 

□ $mlo 10 years 

□ lOornoeycais 


S. M<itybenefieianMK(<oereefi6<bl»l«r7)UCAI^aheluve 
«>• onerlunKy te elUIn ether chrUM heeW) Insurence 
threui^ the* )M or i tontly mtfliber'eiab. SirowgA 
COBRA. erBifDMflti f e te eme m iwrernettemapiwtous 
tob.arfrem seme other givap. COBRA lets benehciaitee 
pay le keep their coeertgt tetripersitiy «ih«n Uiey leave 

Co youhavt Iheepportunitytoelilenehtilitn health 
tnwnnce tor younW thmigh some civilien Braigi? 

□ YM 

a nn •> eorotMsnoNS 


I. What options da you have for obtaining cIvSian covaregt? 
iiuRXAU7SArAm.y 

□ Tliioiigh my otirsnt ainployer 

□ Thiwjgn COBRA from my pfB^ousen^*’?^ 

Q Thiw^isCirwnenlcowajolroii) ray previous employer 
D nusugh a family raembei's curcent 

□ Throvgh COBRA from a lamly membei's previous 

O ‘RvoughmiirameniooveragefroraatanViyraeirtiei's 
previous employer 

□ Tfvoiigh anslhai organuialon 

□ TIuougHjgovemraenlpioiiiam 

□ CWIknow 


7. Are you now covarad by a civiSanheaHft Insurance policy? 

□ Yes 

□ ho 4 GoroQCfSRONa 


8. Ar* you Ilona covered or arc you aid othaie in your 
household covered by the ehHian hedth msurioce policy? 

D frUona am covered 

a I end 31 leasl one other person m ray housefuld are 


B. HneyouusadTRICAREfdraciylieafthpareinotineluding 
lor prescnptkM) drugs) In the past <2 murtbt? 

D Yes-* COTOlWESneWfl 
□ ho 


to. Why havin-t you used TRICARE? 
HAnKttUlHATAfnr. 

Q I have a greater tfioee of dxlort<Mt(inyeidlian plan 
O My oetsonaldor.nr is not avaiiabla tome through 
TRICARE 

□ MyTRiCAREregutardoctorisnoiangeravaiiaMtorna 

□ MyTRCAREspeootstfinolongarMlabletoire 

□ My preferred doaors do not setapi TRICARS 

□ I prater crvilian hospitals 

□ There are no miila^taciiiliiH near mo 

Q 1 have fovavel too far bsae ray TRICARE doctor 

□ IgeSboIleiaisliitTietservw'MBicivikonpiahs 

□ TRICARE barwflis ere poor uorapatod to my avion plan 

□ n laeasor for me to gel cere dirough my civilian plan 

□ idonotwomiopaylhepremunifw TRICARE 

Q IpaylessiPrDviliancarethaniMiikibfTRCARE 

□ I have not noadad hearih cate 

□ Another reason 
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Oonol iBcMt 

i^fai^M^yoaaBf^Of/eeigUiaalKKpist Donol 

ir:^ilfe n» .‘ms >ou aenf ly t«ili 


11 . Aptnonri doaofflfmtf»> B»l»»liMltli Bre»Uw«*>o 
knows you b«tL TMt can b* « s*n*ril doclor, a apaciafist 
doctor, a nurwpiacttioner.oi a physician tasisUnL Do 
you hava ana panwi yeo dunk o< as yoitfpanonri doctor 
ornurwl 
O Yes 

O Mo ■» dOrOOUESnONM 


12. Using any numbar trom 0 to It. wtiara C is the vnaot 
penond doctor or tturs* pooalMa. st>d 10 Is the b*st 

personal doctor or nors* possUs, sAat iwMiar would you 

usa to rata your personal doctor or nurae? 

O 0 VVwsipersatraldDClaroriiuisspassiM 

O t 
D 2 
O 3 
Q 4 
D 5 
C 6 

a 7 
□ 0 

□ 9 

□ to Bast personal doder or nmopossiblt 
O ld«r> 1 ha>eaparser>aidacn'ornu(se 


13. Howlonsdaasitlakayevletraireltoyovrparsotialdeetsr 

□ UssIhantSinnulas 
O 1Slo30'ninuKS 

□ 31 nwules to 60 mlnvtes {l hour) 

□ dtininulastoSOminules 

O 9tniiwianlo139rnnvles(Zhovrs| 

□ Uvelhan l2ClnWNWs|2l>Durs) 

14 PH uau ham the aanwneisotal doctor Of twifsa batoa 
you tolnad tnn ittaRh piae? 

□ Yes'* CO ro oursnoH M 
a No 


IS. Sinea you }einad yew haain plan, how much oieproblain, 
r any. wH ( to pal a pertenil doctor or nutsa you are 
happy wtihl 

□ Ala9P>ciUem 
0 AsnMprcMsn-. 

□ Molapipblen) 


16. Where It your personal doctor or nursa located? 

MARK OHLY ONE ANSWER. 

□ AmiitaiyfacSIy- Thi5i.nc!uiles MtiBrycJroc.Miliisry 
hc^iital, PfiaWS ofinic, tJAVCAfS cilnic ■> SO ro 
OUeSTlONIt 

D AcMianradliiy-Th-srieiiJdas'DoocrsoSce.Clr/iic. 

He^atal, CHrian TRICARE oniraebr 
O Untamed ServtesPsmilyHeailh Wan facflSylUSrHPj 
a Velt!ransASaiis(VA}ainicorhosp^ 

□ Idonothavesperstmalcloclorornurse 


17. hilhelait 12 nKm(ht.didyovlrytcfedapaf>oflaldoctor 
or none who m* located at a mStury baatmant facility? 

□ Yes 

□ No •> BOTOOUesnONX 


II. WowmuehofapreMani.irany.wasitloRndanmlltbla 
parsenal dotpor or nuisa at a mlKtaiy traatmant hcIBty? 

□ Atqprohbm 
O A smal probiam 

□ HotapnAiem •» aoroamnoHX 


IS. Whatil(ha 6 lg 9 estprebltmyeutoeounttradtr^nglDrind 

$ personal doctor or nurst at a military tnHtmentfacfNty? 

MARK ONCr CWf ANSWER. 

D The miliary iMftNs near ms have dowftttwl 01 doted 

□ The wait tea an appointment at Ihe miliary tmaiinent 
laciiiiee nev me is bo long 

□ The wwpng rooms at Ibe miliary iacAtes near me ate 
ooivoad or uncoirtalahie 

O ThastalaitiiemMarytrealmontfaeiilllesnearmearenet 
halpliilaraurleous 

□ I have had pmbiartB communicatflg wtlh aoeioi{s) at the 
muaty raaonenl facAHs 

□ Ansihai reason 


20 It vour earsona t doct or or nurse a civilian? 

D Y«i 

a So ^ 60 7PMfSTKIN» 

□ idofioinavGapetscnaiaoctorornurae •* SOTO 
OttBSVQNiS 

2(. ThaTRiCAftEchiBanprovidsrnetwBiKtsmadeupotthe 
docton, clinic*, hospitals end oihsr health care prsvMara 
vAioatapartorOoD'iprelenadprovidarpooi. Is your 
personal doctor or nurse part of the TRIi^E ohr^an 
proridsr network? 

D Yes 

□ Mo 
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41. A heagh pfwMwa>iildb» » ifactof. » wcalM 

doctu. a iiuna pnctManH, a phfMm atalHim, i rnnu, 
or anyone «<t« yov wmU Mt fpr haaMi care. 

In ttin lact 12 manlti».not eounUig M Umeaywu oMdod 
htaMi care awqr. tSd you maiw any aooolrrtniantt 

a doctor or oUKrhaaMi ptoaMar CorhoUth are? 

n v*s 

O tto 4 son>oursnciN«4 


42. lnthelM12iT<onUn.notcouitln9tl>nMyounec<ted 
htakli cart right aany, how oRan dM you 9M an 
appolntmanl For haalUi care a aoofi at you vAntad? 

□ Muvac 

U Soreetntts 

□ UsuaBy 
O Mways 

□ lhMlm^!poMranlsiRV)»la5t17<non0n 


41 )nt)iclnl12inenlh9.natG«unUiU|Uia(iinaayoufteaiM 
health care right auay.how many ^USdU you uauaHy 
hive la wi>t batnacn laMng an apoolntmani and actually 
aaeinaaDfovidat ? 

□ Staneday 

□ iday 
a 23daya 

□ 47 dw 

□ d-14dayt 

□ lS30<>aya 

a Sldaysoflonjei 

□ ihajnoappoixBnanKcitha'-aallSinontit 


44 tnihaUjttrfnontht.itowmanyHniasdidyougoioafl 
emaroanev room to oat care Fet wuraalf? 

□ K:r« 

□ ) 

□ 2 
a 3 
a 4 

□ S»9 

□ lOorrnore 


4S. fiiU*ebsl12mon8«,(i»tcouirBr^timaayouweraioin 
amareaney room), how many tlmaa did ’ 

□ Nona-* GOTOaxsvOMU 

□ 1 
D 2 

□ 3 
D 4 

n 5bS 
D lOormore 

4S. hiHwiBitiZmenUit.dIdyoueradoctorbeliavtyou 
oaedad any cara, Uati, or (raatmaotT 

O Yes 

□ No eoToouESVom* 

tt. lRt)ialattt2tTionlM,hawmuehofapreWem,ilany,»BsR 

to gat tha care, Isata or traatiwil you or a doctor beiieired 
necaaaiy? 

D AbigfUBdiem 
a Asm^prcdiem 
O Notaorobiem 

□ ihadnnui^indtalastlZirofttht 

4t. Inthaiasti2moniht.dtdyeufleedappn>v4lfreinyour 
hitRh plan For any cira. laitt, ortraitmant? 

□ Vas 

a No doroQUfSTXw» 

4$. lnthalaaU2monibt.hewnichofaprobitm.iltny.w«f« 
daUya m haaRh cart whM you waHad For approval From 
yourhaaUh plan? 

U AbigproUaiR 
Q Atnaiprobiam 

□ NotaproMTi 

□ inaSnovisinlnihalaatlZmonths 


$0. inU>alatt12inontht,howofianv*rayoutaluin1etha 
etam room wWiInttmaiulai of your appolntmanr? 

□ Nay« 

0 SwuMities 
O Usually 

□ Always 

□ ihaiir»visitsiftlhatiisM2mon!ha 
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Appendix il; Beneficiary Survey Instrument 


91. inth<tnt12m>^h«.ho<«oA*ndidnfnc*«l«flM« 
deda^a efRc* or dMc tmt you aitti cotirtaaa and 
rwM<t 7 
D Never 

□ Saawimes 

□ Us^ 
a ^Mys 

□ Ihalfloyi^inS'elaait^a'oiAs 


SI lny)elUltZtnonO<t,b(n>olltfl<iarteffic«atrfata 
doctor^ olHoe or cRnic at holoftil *a you tNought tfioy 
should be? 

D Never 

□ Someteheh 

□ Usiu«y 
O jloeya 

□ I had no visilt m leal 12 inoftSu 


S3. in«h«latt1}<K>ntha,himoH*fldiddacter«oroflwrtaaei 
ofOYiaOT Hatw canhilV to iiou? 

a .Never 

□ Somobnes 

□ (.Isudly 
D AlooyS 

O ihadhovisitsinlhelaei iZtnonfhv 


M. Iniha Ua( 12 nienUia.lMwefandMdeetonoroe>erhtiltti 
ofoviriefe eintoin Ihinoa loe way you tcuM undamgid? 
O Never 
O Sametmas 
D Usi^y 
□ <u«aya 

a I had no MUO in the laM >2 monads 


S3 InthalaatlltnanMia.kowoftandiddoetortoraOiarheaRh 
provldm ahaw raapecUgfxbolYBMhadtow ? 

D Nevw 

□ Sonetnos 

□ Usualy 

□ Ahrays 

a ihadneviadaininelaslttnunini 


SS. lRtlielaat12moiaha,howo(tandidd9ctonoroettfheaHh 
providan apand Kiouift Mm a wHh you? 

□ Neva 

□ Someintea 

□ Usuafy 

□ Always 

□ I had no viaia IT the Iasi 12 months 


cam poasM. and 10 is Dia baat health care posaible. nhal 
number would you uae to rata all your heaU) care In the 
last 12 msntha? 

□ 0 Worst IwaWi CM possible 

a 1 

□ 2 
a 3 

D 4 

□ s 
a e 
D 7 
n 3 

□ 9 

D 10 8«slhealthcar«possit>le 

□ ihadnovisiBinlholastlZmontha 


99. In the last 12 months, whare did you 90 most ofleiiior your 
has Ml can? 

NARKOhirOWfdhISIVIfR. 

O Amblatyiaoiity. 7h>sincbdas:M>lltvyelinie.Miilaiy 
hos(^. PRIMUS cbw, NA\CARE cilnic 

□ A civilian (aohly-n>iaincludas: Doctor's offica, Clinic, 
Nosalai. DvliiaR TRiCARS conOactor 

D imdomea Sarvcoi Pairtty HosUh Plan laeiiity (USFHP) 

□ Vatorans Atfairs (VA) clinic or hosplal 

□ 1 Mnl to none nt M listed types of fecililies in ihe Iasi 12 
moiihs 


99, lnthelaAl12months.dldyounacdanytraatnemof 
counseling Fora Miioriator i araitv prabtem? 

Q Tes 

a No ■» GoFQOuEjnoMyr 


S 
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Appendix U: Beneficiary Survey Instrument 


66. htht lal 1tmanBg.v»6»tlvi>«ot5n>iikl»raJwM niWBl te 
m moM foi ttriatraMiMftlarcounallag? 
U«AXOM.yONEAKSI*EA 
a PsycMki^l 

□ PjydMttsI 

□ 

O SoM<wDrt»r 
O Mental heath comwlDr 

□ MamagecriamtjrtieKVist 

□ yourpesonatdncbfcitnurse 

□ OhcJ 

□ Don'Iknm 


6f. In Iht tatt 11 mowtln. iM yom retelve twetmtnt flf 
eouAuling fur < panonal or iMiilir (Hobltmt 

D Ye 

a No-* eoTOQUESTKwa 


6i lnth«lait12tnoi«hs,(SMyMnc*lv*lhhlraitnMn(or 
coumeHng front a fMHlm protrtfer? 

O Ye* 

□ t<] COTOOUESnOWM 


63. lnth«Uit12moi<tM,dW)iourK«fiMthl«tmtipefltDr 
csuMellns from e provider In TmCARC* civilitn neMorli? 

□ Ye* 

□ « 


64. In the lntU)nenthe,w4iMtfp* of provider dM you ^ 
molt often for (file traetmoM or cewReeHng? 

MARK ONLY ONE ANSWER. 

Q Pst^holcqist 

□ R*tehtatr>st 

□ Psyened«<ac>*< 

□ SouaivTOAer 

□ Menial >>ca!tt>couft*e>x 

O Macruje M Itmif eieraonl 

O YMipereonal doctor or nurse 

□ Otier 

O Oon'llotm 


6$. fnlheMtllmonHn.hawmKholeproblem.lfany.viMR 
to gel the OealnwM or eoumeftitg you needed Ifirougfi 
your health pfeit? 

□ A&tgixiAlem 

□ Asmalpraeieni 

□ tMafnMem •» dorodUESfioNe; 


66. lntf)*ia*i12n>oi^,vdiet{)ro!)i*!mpiSidyouetKounter<n 
Rnding tretimenl or eouitMKng? 

*«fW4UrHArA«>tY. 

□ Travsidialanceloolang 

□ PtnWemseomiminicalingwiihdocicv 

□ Ooeexi*) or CDurtselorlJ) itol lahrrig newpafienl* 

□ DoctM(«) or cnnseMts! ixH Uhing new TRiCARE 

□ DocbrtsroreounseiorfsfnolaccaplingTRfCAl^ 
paymgnlt 

□ Ccddnoffindihespedaiiylwanied 
a l>dttotliM<iKla>t*)o'l»unt<!inr(*} 

□ ^‘allloranappointrrieniwasiooiang 

□ CortinoiAndaiijmtationaCouldacKrsorcojns^ai* 
a esher 

67, bitheinf t2monlfl*,dklYouneedlf»atinBntor 
couiweHtKi tlalititirev ? 

O Ves 

□ No sdrosi/EsmwM 

66. lnlhel**t12manlfn,whenyDune*d*(itruti!>»ntar 
counMiing riaWaiwY, how often did you **e eomeone as 
acton a* you wanted? 

□ Never 

□ Soned'nes 

a LIsuaty 

66. intfielatiUnwntht.didyeuntedaMirevalfortny 
froelniem or counseling? 

a Yes 

a No 4 sorooutsTioin 

70. lnth«last12inemhs,howmuehefagrobl*m, lfany,w*r* 
delws in tnatmem or cowseikig wfiti* you wsKed for 
approval? 

D Aoigprooiefn 

□ Asrnalprablem 

□ fMlaprobleiTi 

71. In the iart 12 tnordht. did you tal eutlemeraer vlee to oat 
mfermatien or help atom treatment or eMnaeUrig? 

a Yos 

□ No ■» soreouESTfONrj 

71 In the bat 12 inafltit*, how mucti of a problem, if any, wh it 
to oM the heln vou needed "tten yoa called customer 

D A big problem 

□ A smai problem 
a Notaprobiem 
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Appendix il: Beneficiary Survey instrument 


U. WicndidyoularthrvtichsMtisiicravWng.Si^is,* 
tMt l» iMtimirM th« Itvd otchoMwol id ysor Mood? 

□ Le9lhan12<ncnS>s^ 

D 11o?;safsa9o 

□ (.tore less ftanS yeas S 90 

□ SortnosyMsago 

□ Never hat! echcteKffilsaeeninj 


83. WhendklyouieslhMeaAishot? 

□ less Stan 12 oionfts ago 

□ 1n2yea«sago 

□ Mtm tun 2 yean ago 

□ Neva tad a Hu shM 


84. Are you male vfmule? 

D ttafe-* eOTOOtiCSiUNU 
□ Female 


tS. WhendKlyouUtthaveaPapeintirttstT 

□ Mitlun!hclasi 12 n>onint 

□ ItoSyeasago 

a Mote Aan 3 but less «unS yeas ago 

□ Soaimeyeasago 

□ NewhedaPapsinealesl 


86. Art you under age 407 

□ Y«S« tSOroOUESTOMM 

□ No 


IT. WlMAWulheMtimtyMrbiitsttvit'tchKliedbjr 
mammography? 

□ Within Hie Iasi 12 months 

□ 1lo2roaisa9a 

□ Mote than 2 but less tian 5 years ago 

□ $o> mere yean ego 

U Neret had a manvrogiam 



88. In BMarel. houf wmild you fate VQurovtfdl health now? 

□ Eu^tenl 

D Very good 

□ Good 

□ Far 

a Poor 

88. Are you DmiM in any way in any aetIvitiM because of any 
tmpatnuent or heilHi prebloRt? 

O Yes 
a No 

86. Wiul is the highest giede or level of eUwot that you have 
complatad? 

O Segiadealess 

□ Some high tchwH.bul did not graduate 

□ High school graduate or 1^0 

□ Some coUegs or 2->'ear degree 

□ dyeveolegegradualo 

O Mmlhand-ysaroolegediig'es 


$t. Are you of Hispanic or Latino origin or descent? 
Uart -WO’ Snot Spa'iistuWiJiwrrictatolO. 

□ No.nolSparish.Hispaoic.orlalino 

□ Ves.Merican.Meric^iAitwncan.Chicano 
a Yes. Puerto fican 

O v»8. Cuban 

O Yei.otherSoanish.Hispanio.oiUline 


82. Whit Is your race? 

lUarA QNS OR MORE races to tndciHe htiaf you constdar 
ycwrspIfUPe 

□ Whi# 

□ BiactioiAtricaftAmertaari 

□ American irttfitn or Alesha Nafv* 

a Aaan(a.g.Aaian Indian. Chinase.FKIpino.JapHneaa, 
Korean. VremaineMl 

□ NahveHmaKanoraiherPacificlsiandot{e.g..Sattioan, 
Ouamansn, w Chamorro) 


It 
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91 

□ ie«>2< 

□ 2S«c>» 

U 3Stc44 

□ CtsM 
D 5StoS4 
a 65tt74 

□ 75v<^ 


94. Which si aafaSesvIngkiconM rang** <*<*o***4>oy^ 
UffliVt incoflW from ah sourcts? Ysur boti 

Mtlmm 'HotM b* fist. 

□ UKlAanmOOO 

□ $10,000(9924.999 

□ $».<!00 ID $49,999 
O $50i00OlD$74,930 
a S/5.0XI to $99,999 
O $t00.Q0Dto$42«.999 

□ $I2S.OOOIr$i49.9S9 

n $t$0.000an>lati(we 

□ Derntno* 

THANK YOU rOR TAKING T(« TIME TO COHflETE THE 
SURVEY! Ysu(9e>«aBaiD|notAan<inagea«)ia4ef!Drtsto 
irwsve lh« cioii' inMaiT csnnviM)! 

R(tumyou>tvi«*irlnth«ps*l*9e-pM4a«xralop». Hei« 

e^vsiope s niswg. pkau ssn] b. 

OAcs oi to« A$9sum Sccreaty 0* ^’*'*"4* 

TMAflHPAE 

cto S;FDO<aic SuiDey PiDCHsms Canw 

P06o<S030 
Oic^.lL 60600-4133 
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Appendix III: Survey Instruments for Civilian 
Physicians and Nonphysician Mental Health 
Care Providers 


The National Defense Authorization Act for Fiscal Year 2008 (NDAA 
2008) directed the Department of Defense (DOD) to determine the 
number of health care and mental health care providers that currently 
accept nonenrolled beneficiaries as patients under TRICARE, DOD’s 
health care program. For the purpose of this report, we use the term 
“nonenrolled beneficiaries" for beneficiaries who are not enrolled in 
TRICARE Prime and who use the TRICARE Standard or Extra options, or 
TRtCARE Reserve Select (TRS).’ Specifically. NDAA 2008 directed DOD 
to survey providers each fiscal year, 2008 through 2011 . The NDAA 2008 
also required that the provider survey include questions seeking 
information to determine (1 ) whether the provider is aware of the 
TRICARE program, (2) the percentage of the provider’s current patient 
population that uses any form of TRICARE, (3) whether the provider 
accepts Medicare patients, and (4) if the provider accepts Medicare 
patients, whether the provider would accept new Medicare patients. DOD 
implemented two versions of its provider survey, one for physicians, 
including psychiatrists, and one for nonphysician mental health 
providers.^ 

For the 2008 fielding of the civilian provider survey. 1 1 and 1 2 questions 
were included in the physician and nonphysician mental health provider 
survey instruments, respectively. Over the next 3 years of the civilian 
provider survey’s fielding, TRICARE Management Activity (TMA) 
generally used the same questions, but made the following adjustments 
to the survey instruments; 

• Beginning with the 2009 fielding of both survey Instruments and 

beyond. TMA adjusted Question #1 which asked the provider whether 
they provided health care to patients in an office-based practice (for 
physicians) or a private practice (for nonphysician mental health care 
providers) so that a “no” response would no longer Instruct the 
provider to stop answering the survey at that point. Instead, the 


'We include TRS beneficiaries in our definition of nonenrolled beneficiaries because, 
although tiiey must enroll in the plan, they can receive care from network or nonnetwork 
prowders similarly to TRICARE Standard and Extra beneficiaries. We did not include 
TRtCARE Young Adult-Standard Option beneficiaries in our analysis because this plan did 
not become available until May 201 1 . 

^Nonphysician mental health providers include; (1) certified marriage and family 
therapists, (2) mental health counselors, (3) pastoral counselors, (4) certified psychiatric 
nurse specialists, (5) clinical psychologists, and (6) certified clinical social workers. 
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Appendix Hi: Survey instniments for Civilian 
Ph^icians and Nonphysician Mental Health 
Care Providers 


revision directed the provider to the newly added Question #1 a that 
asked the provider w^at type of practice they were in (if they 
answered “no” to Question #1). 

• For the 201 0 and 201 1 fieldings of the physician survey instrument, 
TMA also adjusted Question #1 from “Does [the provider] provide 
treatment to patients through an office-based practice?” to “Does [the 
provider] provide treatment to patients through private practice?” 

Following are the actual survey instruments from the 201 1 fielding that 
TMA used to obtain information from physicians and nonphysician mental 
health care providers. 
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Appendix tit: Survey Instruments for Civilian 
Physicians and Nonphysician Mental Health 
Care Providers 



OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE 
HEALTH M7A1RS 


TRIOVtE MANACeWNT KlUirv 

KEAini P<K>GmM iVtUYSS MO EMUMTCH DRECTOMTE 


UNIQUE ID June 24^” 2011 

FOR: {Title] [Insert Piowder Nans) 

Street Adetress 
City. State, and Zip 


Dear BILLINQ MANAGER Im [Trtlel {Insert ProMder Name], 


Hellol The physici^ named above has been saiecied to participata in a very impcvlant suivey eflort in support of U.S. 
military men a^ women. Congress has directed the Department o< Defsrvsa to suivey civilian physicians across the U.S. 
to delermirte whether rniitary service members and ther families have access to the health care they need. A substantial 
amount of heaidt care to service members and their famAes is delivered by private, civilian physicians 6ke [Title] [Insert 
Provider Name], anc( we need your h^p. 

We are asking you to please answer the questions on the back of Ms letter on behalf of the physician above and 
return it wiittin five d»ys There are several ways to complete tWs survey, which should only take five minutes of your 
8me: 


« Complete the survey on me reverse Pde of this fetter and return it via postal mail in the enclosed postage paid envelope 

• Complete the suivey on Ihe reverse side of this letter and fax if to 1>800'585-9446 

♦ Comptete the suivey on the internet at the following UHL: hno://vww.dodc v08.com 

Your unique login name: xxxxxxxx Your unique password: xxkxxxxx 


We recognize that there may be more than one provider in your office and ask Utat you complete the survey for the - 
provider listed above. Since we may survey more than one provider in your office, please complete each survey for the 
appropriate provider named above. If you are not Ihe appropnate person to answer these questions, please pass tfils on 
to Ihe person In your office most f^nSer with Ihe rTitlei [insert Provider Namej's billmg and insurance. 


Thank you in advance for your cock>erahon and help as we examine this importont issue that impacts our American 
service men and women. If you have questions about tfiis survey, please cail Synovate between me hours of SAM and 
SPM Eastern Time at 1-800-228-6764, 


Thomas V. Williams. Ph.O. 

Director. Health Program An^ysls and EvalualiOA Directorate 

We esimM ir>* axvsy «il Me an eieraaetwerSiirtButestDeomcWe. including the time ior nMewmg mstructiens. getting the needed data, and 
completing and revteyeng Bie sun«y. You may send eommarts tegartrg eur eswiate o' any other stpec* of »ii turvey, including euggettiens ior 
reducing the cwniieSon tme. to Oepartmert of Oehose, Wesfimgton Headquartars Servieaa, Execulive Services Direetofite, IfitormaliOft 
Maragemeni Ovison (0MB Number 072(MI03I}. The C»ffi number ^<e s euirentty valid, and you are not required to respond, unless this 
number Is Stayed. TMs Oftcial CkjO suivey may be coohnw) at ihe TWCARE websiw hltpJMww.trlcaiB.mfthpaeAomf^, dick on the List of 
Approved Saveo. and W 'Survey otCrveari PwwdefAc ce plJKeriTRICABEStjigara* 

AcconJing to toe Pdvwy Ad of 187* (Piiblicl8i*9M?9). 9 b Oepabnem at Oefsnse is required to hSxm you of (he purposes »>d use of this survey. 
Pfcas* read caretutty Auftooly Section 711 of Ihe NAmsI Detense AiahooraSon M tor Fstal Year 20OS (Pubfc Ise (Pi.) 1 lO-tSI 
Purpose; MaidSed by Congwo, thd cwMemid survey of cMSanprcMderstelps TRICARE health poScy makers gauge dvianprovWefawswess and 
aweptaocerttte TRICARe Standard msnicarebeneaaptioii. and «i>p>ovidsyaAQ(>le aggregatedtopuitoheip htproie the Mhltary Heath System. 
Routine Uses: TTnse disutowres generatly pemited under 5.U.S.C. S528<&) of the Privacy Aa 

OwtosutttfhovidingmbmutlooirrBiisitoestaxiareisvotonIsy rtwwaoopunrtyifyouchooueoottorespood. Hovrtvsr.triaxirriuriipafliopiitiotiis 
erxtouraged so that data mft be as ccmpleR and repteseniaSie as possible. You may notice a number on bxs survey, this number iiitsed only to let us 

krxM II you relumed tlM survey to mininKs sendng you rsmindsrs. 
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Appendix ill: Survey Instrunieiits for Civilian 
Physicians and Nonphysician Mental Health 
Care Providers 


Q1, DoM (Title] [Inawt PrevKttr Kante} 

ftfovlde treatment te patMnta ihtough ortvata 

(By Om era mean Via) the pnMKler is workind 
in a aatttng where hetehe can decida <v influence ttte 
Oeosion rcgarceng wDiiVi insurance 
to acc«^) 

nves ->(6otoQ2) 
n No. does not prowda treahnenf, or has retired-) 

( Thank you. pteasa fflium th* quesaannaBe) 

O Nanottipdwateptactica ^(GoloQta) 

Ola. What type of practice la (TrBelPnsartProiMv 
Nona] In? (pleaaa ctxwae ona) 

□ Gov»nmeni: FeOaial. State or other munictciafit)' 

□ School, Unhrwsfly or other academic InsliMkm 
Q Hospital slall 

D Contractor providing services endusimly to 
govemmer)! dieces 

□ Rshao FaeiWy, Nursing Honte. or Homo Heaflh 
Provider 

□ Ciowd Panel HMO 

O Other 

Q2. b (Title] [Insert Provider Name] 

aware of the mtCARE Aeelth care program? 

□ Yes 

□ No 

□ I to)l Know 

03. Am of today, ia (THIe] (Inaeft Provider Mama] 

a eontraaed memtMr ottha TTVCARE naiwert of 
health care provtdera? 

O v*s 

□ NO 

□ iDonlKnow 


05. lfyouartaw«rad'no"toQ4id>ov«.whyls 
(Thle) pnaart Provider Name] 
not awning new TBlCWtE Starriard patients? 
Plai»e list an the reasons. If you need adtflilonai space, 
please include a separate sheet of paper. 


0$. What percantega of pManb saan by 
fntle] pneert Provider Name] 
use any form of TWCAnE? H utraura, please write 
down your beat gvwaa. 

□ None; Or. [Insert Last Name] has no TBICARE 
patients 

Q , penrenf use seme form olTRICAnE 

O I Don’t Kriow 

07. Doea (Title} pnaart Provider Name] 
accept any Uadleara patienb? 

□ Yaa 

□ no 

□ I Doni Know 

OS. Aa of loday, b [TfHa] pnseit Provider Name] 
accepting new Medlewa pahenta? 

□ Vas 4 Thsnk you, please return 

the questionriBire 

□ no 4(QoloOS) 

□ I Don’t Know -XGo to 010) 

Qfl. tlyeuanawarad"no'tDQtabave,wti)ria 
[Tnia] {Ineart Previdar Name] 
net accepting new Uadleara patiertw? 

Please list au ihs reasons. 11 you need adOHlonal space, 
Meesa include a soparaia sheet of paper. 


04. At o< today. It (Tltb] [InseN Provider Name] 
accepting new IWCiSf Standard Mtlenta? 

□ No ->(OotoQS) 

□ Yes. on a dm by 4(OoleQ6) 

datm basis only 

□ Yes. (or all claims 4{<ao to Od) 

□ I Dunt know 4(Ge to 06) 


010. Doaa (Tltla] [Inaert Previdef Name] 
aeeapi any inaurance plarra? 

□ Yes 

O No 

01 1. Aa of today, it (TlUt) (Inaert Provider Name} 
accepting su pw fMtlanU? 

□ Yes 

□ no 

O I Dom Know 


Thanh you for taking the 9me to complele this survey. Pfoebs put this ih the enclosed postage-paid envelope and return It to 
Sie Survey Processing Center or lax the survey to Synovete at 1 -BOO-685-9446. H you have any questions about TRICARE, 
IB specific heaRh pians. w the benefits it provides, please viat the TRiCARE web site at www.tricafe.osd.mil for assistance. 
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OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE 
HEiU.TH AFFMRS 


IFKODT UWU^lFHTMnniTr 

IttAlTH MiOGAU* ANM YSIS WO rWUMTQNDDECTCmrE 


[UniQue Provider tl> Number] ^ 

FOR: rn8eJjlr>sertPio>«lerNamoJ June 24 2011 

Street Address 
City, State, and 23p 

Oeor [Title] [Insert l^ovtdK Name], 

Hdlol You have been sheeted to partcipale In a very important survey effort- In suppwt of U.S. military men and 
women, Confess Has dreeded the Department of Defense to survey dvUlan mental and behavioral health care providers 
across the U.S. to determine whether mHitaiy service members and thek families have access to the care they need. A 
substantial emoisd of mental and behavioral health care provided to our military and their families is delivered by private, 
civilian prowders Kte yoursefl. The DoO has contracted Synovate to conduct this survey. 

We are asking you to pleasa artswer the questions on toe bach o* this letter and relisn it ivftftto five itays We suggest 
that The survey be competed by the person in your office who is most knowfedgeablB about Ntling and insurance. We 
reco^ae that there may be more toan one provider in your ofttoe and ask toal this survey be completed for the provider 
listed above. Thm are several ways to complete this survey, whitit should only take live minutes ol your time: 

• Compleie toe survey on toe reverse side of this fetter end return it via postal mail in toe enclosed postage paid envelope 

• Comptete the survey on the reverse side of this teltar and fax it to 1 •eOO-585-9446 

• Complete the survey on toe Internet at toe loOowiog URL; htto://www.dQdcv08,cc>m 

Your unique logirt name: xxxxxxxz Your unique password; xxxxxxxx 

Thank you in advartce lor your cooperation and help as we examine this Important Issue that Impacts our American 
service men and woman, n you have questions ab^ this survey, please call Synovate bettween the hours of BAM and 
5PM Eastern Tune at 1-800-228-6764. 





Thomas V, Williams. Ph D, 

Director, Health Program Arxdysls and Evaluation Diiectoraie 

Office of the Assistant Secretary of Defense (Health Wfeirs) TRICARE Management Activity 


Vm esiimWa Svs Survey «is uk* an avwaBa Sv« i&i imnmas to ccmolate . iiKludtns (he bnw lor revw w ng iftstrucMns. getting the reeded data, and 
comgtetinij and reviewing he survey. You may send coimr^s regarding our estimate or any cAher aspect of this survey, Induding tu^stions lor 
redueng Ihe completion bite, to O^artmenl ot Defense. Washnt^ Headquarters Services, Eieeudve Services Oitecloraie. kifonneiiun 
Menagemetv OiviMn (0MB Number 0720-0031) The OkB number above is currentl|r valid, and you era nut laquirsd to respond, unless this 
nunt«er is displayed. This OAad OoO survey may be confHned at die TRiCAPE weisite hnpJtwvrw.lricsre.iRiliNiaeAiomaf, cINhc an the Ufl ol 
Approved Suneys. setd find ‘Survey ^ Civilian Provider Acceplatce of TRICAPE Stenderd.* 


AccorAng ID die Prhacy Act of 1974 (Public la* 93-579), die OepvbnenI of Defense is required to eitcnii you ot the puipoees and use of bits Survey. 
Please read cattiuly hti«Rx«y.Se(^7il of the NabonalDefenseAueionTation Act fix Facq Tear 2008 (Public Law (P.L)1)0-1S1 
Pixpoee. Maidared by C(ngresS.lhisconnden|ialuri^ of oviianiiibwdefs helps TRICARE health potorntake’S gauge ovAan provder macness and 
accep a nce ot the TRfCAfS Saidard healti cm bewR o^on. arvl m* provide vakratW aggregated Input to heb mpmve the Miliivy Health System. 
Roubne Uses: Those dIseiKures generahy permned under S.U.S.C. 552a{b) of tfie Prhacy Act 

(hsetosure: Piovid<ng aitannabon n des quesbonnaee is vokintary IheK is no penahy if you chosse not S> respond. However, maximum parhdpalign Is 
OKouraged so dial data wSte as cnmpieq and represBRialiveaepossitSe. You may notoanumber on ftis survey; tbs number is used snyts let us 
Xnaw d )S)u returned ^ Stfvey to rnrrrmre sending you lemnters. 
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Appendix iih Surv^ insbvments for Civilian 
Physicians and Nof^>hysician Mental Health 
Care Providers 
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Appendix IV: Areas Where Nonenrolled 
Beneficiaries Had Problems Accessing 
Civilian Providers, 2008-2011 


The 2008-201 1 beneficiary survey indicated individual areas where 
nonenrolled beneficiaries experienced problems finding “any civilian 
provider." civilian primary care providers, and civilian specialty care 
providers.^ We define these locations as areas where the percentage of 
nonenrolled beneficiaries who experienced difficulties finding a civilian 
provider was at the national estimate or higher. 


PrnhlpTnc; FindmiJ Anv identified 24 individual areas (out of the 215 individual areas surveyed 
o by the 2008-201 1 beneficiary surveys)^ where the percentage of 

Providpr nonenrolled beneficiaries who experienced problems finding any type of 

provider who would accept TRICARE met or exceeded the national 
estimate.^ We then identified 49 additional areas where the percentage of 
nonenrolled beneficiaries who experienced these problems was less than 
the national estimate.'* The remaining 130 areas had estimates that 
ranged from 18 to 50 percent, but because of their confidence intervals, 
were neither above nor below the 31 percent threshold.® Figure 16 shows 
the geographic distribution of these three categories of areas. 


'’“Any cMlian provider" means the nonenrolled beneficiary had problems finding a civilian 
primary, specialty, or mental health care provider who would accept TRICARE patients. 

^For the beneficiary survey. 80 Prime Service Areas (PSA), 80 non-Prime Service Areas 
(non-PSA), and 55 Hospital Service Areas (HSA) were surveyed. Because the beneficiary 
survey did not include the 16 HSAs selected to be surveyed in 2011, we cannot include 
them in this analysis. However, the 201 1 civilian provider survey did include these 
16 HSAs. See app. V to see a list of these 16 HSAs and civilian providers' acceptance of 
any new TRICARE patients in these areas 

^An esfimated 31 percent of nonenrolled beneficiaries experienced problems finding any 
civilian provider nationally (i.e., a civilian primary, specialty, or mental health care 
provider). To determine v4iether an area had at least 31 percent of nonenrolled 
beneficiaries who experienced problems finding any type of civilian provider who would 
accept TRICARE, we used the margins of error at the 95 percent confidence level to 
detemnine Hie lower limit of the estimate. If the lower limit was 31 percent or above, then 
we included it as an area. 

■’To determine whether an area had less than 31 percent of nonenrolled beneficiaries who 
experienced problems finding any type of civilian provider who would accept TRICARE, 
we used the margins of error at the 95 percent confidence level to determine the upper’ 
limit of the estimate. If the upper limit was below 31 percent, then we included it as an 
area, 

^Twelve areas (all HSAs) wrere not included because they had less than 30 respondents. 
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^pendix IV: Ac%as Where Nonenroiled 
BenefIciariJS Had Probiwns Accessing Civilian 
Provldefs, 2008-2011 



Sciifce: CAO anst^ of 7MA ijaia jd3te$: Mspinia 


Notes: Nationwde, an estimated 31 f^rcent of nonenrolied beneficiaries experienced problems 
finding any dvitian provider (i.e.. a civilian primary, specialty, or mental health care provider). 

We used tov«r 95 percent confidence limit to identify areas for vvtiich 3 ! percent or more of 
nonenrolied benefidaries experienced problems finding any civiliar^ provider. We used t!>e upper 
95 percent confidence limit to identify areas for vrfiich fewer than 31 percent of nonenrotied 
beneficiaries experienced problems- Areas depicted in white iixJiKtie areas that did not faii into either 
of the above categories due to their 95 percent confidence interval . 

We excluded areas fi-om our ana^is vwth f&f/er than 30 respondents corTibiiied for ttie three suivey 
questions lhat ask®j if benefidaries had problems findirig a personal doctor or nurse, spedalist, or 
treahnent and counseting within the last 12 months. 
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Appendix fV: Areas VOTtere Nonenroiled 
Beneficiaries Had Problems Accessing Civilian 
Providers, 2008-2011 


TRICARE Manag^^ Activity did not identify additional Hospital Service Areas to survey for its 
2011 beneficiary suvey. 

Table 10 lists the 24 Individual areas where at least 31 percent of 
nonenroiled beneficiaries experienced problems finding any type of 
provider who would accept TRiCARE patients, and the area’s 
corresponding estimated percentage of civilian providers who would 
accept new TRICARE patients. 


Table 1 0: Prime Service Areas (PSA), Non^rtme Service Areas (non-PSA), and Hospital Service Areas (HSA) with 31 Percent 
or More of Nonenroiled Beneficiaries Experiencing Problems Finding Any Type of Provider, and the Willingness of Civilian 
Providers in the Corresponding Areas to Accept New TRiCARE Patients, 2008-2011 


Area 

Area type 

Estimated percentage of 
beneficiaries with a problem 
finding any type of provider 
(margin of error)® 

Estimated percentage of civilian 
providers accepting 
new TRICARE patients 
(margin of error)^ 

1. Austin. TX'^ 

HSA 

68(18)“ 

46 (6) 

2. Anchorage, AK® 

HSA 

66 (20)“ 

68 (4) 

3. AK 

PSA 

61 (17)“ 

75(4) 

4, AK 

non-PSA 

51 (15) 

70(14) 

5. Central-Eastern TX 

PSA 

49(12) 

59 (5) 

6, Western-Central WA 

PSA 

46(15)“ 

52(8) 

7. Dallas/Ft. Worth, TX' 

HSA 

48(14) 

50 (6) 

8. Central/Southern-Central Coastal CA 

PSA 

48(12) 

45(8) 

9. Fredericksburg, VA® 

HSA 

48(11) 

74(6) 

10, Columbia/Sumter, SC 

HSA 

47(13) 

72(6) 

1 1 , Prince William Co,. VA" 

HSA 

47(11) 

74(6) 

12, Southern-Central AZ 

PSA 

47(11) 

59 (7) 

13, Northeastern TX 

PSA 

47(10) 

53 (6) 

14, Central-Northern VA 

PSA 

45 (8) 

76(4) 

15. Fairfax Co., VA' 

HSA 

44(10) 

60(5) 

16, Northeastern OK 

PSA 

43(12) 

57 (6) 

17. Washington, D.C, 

PSA 

43(11) 

65(7) 

18. Central-Southern MD 

PSA 

43(9) 

53 (6) 

1 9, Southern AZ PSA; Southeastern CA 

PSA 

42(10) 

60 (5) 

20, Southeastern FL 

PSA 

42(9) 

58 (6) 

21. Southwestern Ml 

non-PSA 

41 (11) 

66(7) 

22. LA; Souttiwestem MS 

PSA 

41 (9) 

60(7) 

23- Western-Central/ Northern/Southern TX 

PSA 

41(9) 

68(7) 

24. Central-Northern/Central-Eastern FL 

PSA 

40 (9) 

71(6) 

Soivce’ GM? an^yiiis ol TMA data. 
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Appendix tV: Areas Wiere Nonenrolled 
Beneficiaries Had Problons Accessing Civilian 
Providers, 2008-2011 


Notes: The mar^ns of enw are at the 95 percent confidence level. Areas v>ere considered only if 
they had at least 30 respondents fc«- the beneficiary survey and at least 50 respondents for the civilian 
provider survey. 

To be included in tNs table, areas had an estimated 31 percent or more of nonenrolled beneficiaries 
svho were having difficulfies taxiing a prowder who would accept TRICARE as payment {using the 
estknate’s margin of error at the 95 percent confidence level). 

Estimated percertages and margins of error have been rounded to the nearest whole number, 

EacJ) sirveyed HSA was part of a PSA or nwi-PSA (depending on the location), 

“Estimated percerriage is based on the nunber of nonenrolled beneficiaries who responded "a big 
problem’ or "a small problem” to any one of the following three questions: (1) “In the last 12 months, 
how muc^i of a was tt to find a personal doctor or nurse who would accept TRICARE?”; 

(2) “In the la^ 12 mcmUis. how fnuc^l of a problem was it (o find a doctor with this specialty who would 
acc^t TRICARE?": or (3) “In the last 12 months, how much of a problem, if any, was it to get the 
treatm^t or counse&ng you needed through your health plan?" 

'“Estimated percentage Is based on tt« number of civilian providers v\ho answered “for all daims" or a 
“claim-by-daan basis" to the question that asked “As of today, is the provider accepting new 
TRICARE ^andard patients?" 

'Although most of the Austin, Texas. HSA is within the Eastern-Central Texas PSA, one of its zip 
codes is part of the Westem-Cenirai/Northem/Southern Texas PSA. 

“These estimates have relative margins of error that are 30 percent or greater. 

*Tbe Anchorage. Alaska, HSA is part of the Alaska PSA and the Alaska non-PSA. 

’The Datlas/Ft, Worth. Texas, HSA is part of the Northeastern Texas PSA. 

"The Fredericksburg. Virginia, HSA is part of the Central-Northern Virginia PSA, 

"The Prince William County, Virginia, HSA is part of the Central-Northern Virginia PSA and the 
Central-Southern Maryland PSA. 

'The Fairfax, Virginia, HSA is part of the Centrai-Soulhern Maryland PSA and the Washington, D,C, 


Problems Finding identified 21 individual areas where the percentage of nonenrolled 

. ^ beneficiaries who experienced problems finding a civilian primary care 

Civiimn Primnry Csre provider who would accept tricare patients met or exceeded the 
Providers national estimate.® We then identified 50 additional areas where the 

percentage of nonenrolled beneficiaries who experienced these problems 
was less than the national estimate.^ The remaining 129 areas had 


^Nationwide, the estimated percentage of nonenrolled beneficiaries who experienced 
problems finding a civilian primary care provider was 25 percent. To determine whether an 
area had 26 percent or more of nonenrolled beneficiaries who experienced problems 
finding a provider who would accept TRICARE, we used the margins of error at the 
95 percent confidence level to determine the lower limit of the estimate, if the lower limit 
was 25 percent or above, then we included it as an area, 

^To determine whether an area had fewer than 25 percent of nonenrolled beneficiaries 
who experienced problems finding a provider who would accept TRICARE, we used the 
margins of error at the 95 percent confidence level to determine the upper limit of the 
estimate. If the upper limit was below 25 percent, then we included it as an area. 
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Appendix IV; Areas Vniere Nonenrolled 
Beneficiaries Had ProNems Accessing Civilian 
Providers, 2008-1^11 


estimates that ranged from 13 to 44 percent, but because of their 
confidence intervals, were neither above nor below the 25 percent 
threshold.® Figure 17 shows the geographic distribution of these three 
categories of areas. 


^Fifteen areas (1 PSA and 14 HSAs) were not included because they had less than 30 
respondents- 
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Appendix iV; Areas Where Nonenroiled 
Sene^arics Had Problems Accessing Civilian 
Provide!^, 21^8-201 1 


■ I 

‘ I'lU"’' ' - } o\ui P^icuntage of Nonenrolled Beneficiaries Who Experienced Problems Finding a Civilian Primary Care 
>=.nv'0.' A''B A11 



Sotff®-. GAO sna!y$n M TMA iSsta UsiHnJo 

Noles: NatiCTivisde. an estffnated 25 percent of nonet^roiled beneficiaries exf>efienced probterns 
finding a dvilian primary Mte fxowcler. 

VSfe used the sow®- 95 perc^f cmfiderrce limit to identify areas for which 25 perxient or more 
nonenrolled beneficiaries experienced probtems fiiiding a dvitian primary care provider. We used the 
upper 95 percent confidence iknil to identify areas for w/hich fewfcr than 25 percent of nonenroiied 
beneficiaries experienced problems. Areas depicted in white indicate areas that did not fail into either 
of the above categortes. 

We exduded areas ftom our anaiysis vvi«i fewer than 30 respondents to the survey question tfiat 
asked: “In the last 12 months, how nuKdi of a problem was it to find a personal docdor or nurse who 
would acrspt TRiCARE?' 
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Appendix iV: Areas Where Nonenroiled 
Beneficiaries Had Problems Accessing Civilian 
Providers, 2«»-2011 


TRICARE Manag^nert Activity did not identify additional Hospital Service Areas to survey for its 
201 1 beneficiary ^irvey. 

Table 1 1 lists the 21 individual areas where at least 25 percent of 
nonenroiled beneficiaries experienced problems finding a civilian primary 
care provider \who would accept TRICARE patients, and the areas’ 
corresponding estimated percentage of civilian primary care providers 
who would accept new TRICARE patients. 


Table 11: Prime Service Areas (PSA), Norv-Prime Service Areas (non-PSA), and Hospital Service Areas (HSA) with 25 Percent 
or More of Nonenroiled Beneficiaries Experiencing Problems Finding a Civilian Primary Care Provider, and the Willingness of 
Civilian Primaiy Care Providers in the Corresponding Areas to Accept New TRiCARE Patients, 200S-201 1 


Area 

Area type 

Estimated percent of 
beneficiaries with a problem 
finding a primary care 
provider (margin of error)^ 

Estimated percent of 
primary care providers 
accepting new TRICARE 
patients (margin of error)'’ 

1. Austin, TX*^ 

HSA 

66(18)“ 

42 (11) 

2. Western-Central WA 

PSA 

47 (16)“ 

60(13) 

3. Prince Wiliiam Co.. VA® 

HSA 

44(12) 

80(10) 

4, Southern-Central AZ 

PSA 

44(12) 

67(13) 

5. Los Angeles, CA 

PSA 

42 (14)“ 

69 (9) 

6. Columbia/Sumter, SC 

HSA 

42 (13)“ 

84 (8) 

7, Central-Eastern TX 

PSA 

41 (13)“ 

67 (9) 

8. Dallas/Ft. Worth, TX' 

HSA 

40 (14)“ 

51 (12) 

9. Northeastern TX 

PSA 

40 (10) 

48(10) 

10. LA; Southwestern MS 

PSA 

39(10) 

71(11) 

1 1 . Asheville, NC 

HSA 

38(11)“ 

68(11) 

12. Southwestern Ml 

non-PSA 

38(11)“ 

79 (9) 

13, Central GA 

PSA 

38 (12)“ 

77(9) 

14. Eastern-Central TX 

PSA 

38 (12)“ 

53(10) 

15. Washington, D.C. 

PSA 

38(11) 

59 (14) 

16. Central/Southern-Central Coastal CA 

PSA 

37 (12)“ 

64(12) 

17, Western NY 

non-PSA 

37 (12)“ 

64(13) 

18, Central MS 

PSA 

35(11)“ 

88(7) 

19. Central-Northern VA 

PSA 

35 (8) 

82 (6) 

20. Central-Southern MD 

PSA 

33(9) 

69(10) 

21. Northern/CentralAA/estern NM; 
Northeastern A2; Southwestern CO 

non-PSA 

33 (8) 

66(12) 

Source. GAO anat/as ol TMA data. 


Not^: The mar^ns of error are at the 95 percent confidence level. Areas were considered only if 
they had at least 30 resporKtenls for the beneficiary survey and at least 50 respondents for the 
provider survey. 
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Appendix iV; Areas Where NonenroMed 
Beneficiaries Had Probtems Accessing Civilian 
Providers, 20(^2011 


To be induded in tNs table, areas had an estimated 25 percent or more of nonenrolled beneficiaries 
who were having diffici^es finding a civilian primary care provider who wouid accept TRICARE as 
payrrient (using the est^ate's margin of error at the 95 percent confidence level). 

Esttmated percent^es and margins of error have been rounded to the nearest v^ole number. 

Each surveyed HSA was part of a PSA or nrm-PSA {depending on the location). 

“Estimated percentage is based on the number of nonenrolled beneficiaries who responded "a big 
problem* or “a smaN probl^'’ to the question that asked “In the last 12 months, how much of a 
problem was it to find a personal doctor or nurse who would accept TRICARE?" 

‘’Estimated percentage is based on the number of civilian primary care providers who answered “for 
all claims' ot a "claim-by-ctaim basis" to ttie question that asked "As of ioday, is the prowder 
accepting new TRICARE Standard patients?' 

‘The Austin. Texas, HSA is part of the Eastern-Centra! Texas PSA. 

“These estimates have relative margins of enw lhat are 30 percent or greater. 

“The Prince William County, Virginia, HSA is part of the Central-Northern Virginia PSA and Central- 
Soirthem Maryiand PSA. 

'The Dallas/Fl. Wwth. Texas, HSA is part of the Northeastwn Texas PSA. 


Problems Finding 
Civilian Specialty 
Care Providers 


We identified nine individual areas where the percentage of nonenrolled 
beneficiaries who experienced problems finding a civilian specialty care 
provider who would accept TRICARE patients met or exceeded the 
national estimate.® We then identified 34 additional areas w^ere the 
percentage of nonenrolled beneficiaries who experienced these problems 
was less than the national estimate.’® The remaining 144 areas had 
estimates that ranged from 14 to 47 percent, but because of their 
confidence intervals, were neither above nor below the 25 percent 
threshold.” Figure 18 shows the geographic distribution of these three 
categories of areas. 


^Nationwide, the estimated percentages of nonenrolled beneficiaries who experienced 
problems finding a civilian specialty care provider was 25 percent. To determine whether 
an area had 25 percent or more of nonenrolled beneficiaries who experienced problems 
finding a cMlian specialty care provider who would accept TRICARE, we used the 
margins of error at the 95 percent confidence level to determine the lower limit of the 
estimate. If the lower limit was 25 percent or above, then we included it as an area. 

’®To determine whether an area had fewer than 25 percent of nonenrolled beneficiaries 
who e>^rienced problems finding a civilian specialty care provider who would accept 
TRICARE, we used the margins of eiTor at the 95 percent confidence level to determine 
the upper limit of the estimate. If ttie upper limit was below 25 percent, then we included it 
as an area. 

”Twenty-eight areas (2 PSAs, 2 non-PSAs, and 24 HSAs) were not included because 
they had less than 30 respondents. 
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Appendix fV: Areas Where Nonenroiled 
Beneficiaii^ Had FrobSsms Accessing CIviiian 
Providers, 20QS-2011 



!ntags of Nonenrolled Beneficiaiies Experienced Problems Finding a Civilian Specialty Cars 


CauW net eJehsmsie 3 estimate was above or below 35 percent 
Fewer than 25 percent eaperienced fviAfems 
2S percent or more exi^rienrad problems 


Source: OA.O arsafysn ofTMA bsta IrSsta)-, Mapinterm^i. 


Notes: Nationv^, an estimated 25 percent of nonenrotled benefirtaries experienced problems 
finding a civilian specialty care provider. 

We used the lower 95 percent confidence lintit to identify areas for wiiicli 25 percent or more of 
nonenrotled beneficiaries experierrced problems finding a civilian specialty care provider. We ustitJ 
the upper 95 percent confidence limit to identify areas for which fewer than 25 percent of nonerirolled 
beneficianes e:g>erierffied proWems. >^as depicted in white indicate areas that did not tail into either 
of the above categories. 

We excluded areas from our analysis wftfi ^ver than 30 respondents to the survey question that 
asked: "in the last 12 months, how muc^t of a probfem was it to find a drjcSor with this specialty who 
would accept TRICARE?” 
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Appendix iV: Areas Where Nonenrolled 
Beneficiaries Had fhuMems Accessing Civilian 
Providers, 2008-2011 


TRiCARE Management Acln^ £Bd not identify additional Hospital Service Areas to survey for its 
2011 b^eftdary survey. 


Of the nine individual areas where at least 25 percent of nonenroiled 
beneficiaries experienced problems finding a civilian specialty care 
provider who would accept TRICARE patients, one of the areas had less 
than 50 civilian specialty care respondents to the civilian provider 
survey — TMA’s threshold for reporting civilian provider survey results. 
Therefore, we only included eight areas In our collective analysis of 
access to specialty care in the beneficiary and civilian provider survey 
results. Table 12 lists these eight individual areas and the area’s 
corresponding estimated percentage of civilian specialty care providers 
that would accept new TRICARE patients. 


Table 12: Prime Service Areas (PSA), Non-Prime Service Areas (non-PSA), and Hospital Service Areas (HSA) with 25 Percent 
or More of Nonenroiled Beneficiaries Experiencing Problems Finding Civilian Specialist Providers, and the Willingness of 
Civilian Specialist Providers in the Corresponding Areas to Accept New TRICARE Patients, 2008-2011 


Area 

Area type 

Estimated percent of 
beneficiaries with a problem 
finding a specialty care 
provider (margin of error)® 

Estimated percent of civilian 
specialty care providers 
. accepting new TRICARE 
patients (margin of error)" 

1. 

AK 

PSA 

49(17)' 

83 (6) 

'2~ 

Nofthwestern/Central/Centrai-Eastern WA 

PSA 

45 (17)‘ 

84 (8) 

'3~ 

~ 

Central-Eastern TX 

PSA 

42 (ISf 

76(8) 


Central-Northern VA 

PSA 

40 (9) 

85 (6) 

'5~ 

Northeastern TX 

PSA 

39(13)" 

75 (7) 

*6” 

Western-Central/ Northern/Southern TX 

PSA 

39 (12)" 

79(11) 


Prince William Co., VA" 

HSA 

50(13) 

86 (8) 


Fredericksburg, VA® 

HSA 

38 (12)" 

78 (9) 

Source; GAO dialysis of TMA data 


Notes: The margins of error are at the 95 percent confidence level. Areas were considered only if 
they had at least 30 resporwients for the beneficiary survey and at least 50 respondents for the 
provider survey. 

To be deluded in this fable, areas had an estimated 25 percent or more of nonenroiled beneficiaries 
who were having difficulties finding a civilian specialty care provider who would accept TRICARE as 
payment (usirg the estimate's margin of error at the 95 percent confidence level). 

Estimated percentages and margins of error have been rounded to the nearest whole number. 

Each surveyed HSA was part of a PSA or non-PSA (depending on the location). 

’Estimated percentage is based on the number of nonenroiled beneficiaries v/ho responded “a big 
proWem' or "a small problem" to the question that asked “In the last 12 months, how much of a 
problem was it to find a doctor with this specialty who would accept TRICARE?" 

“Estimated percentage is based on the number of civilian specialty care providers who answered "for 
all claims" or a “claim-by-claOT basis" to the question that asked "As of today, is the provider 
accepting new TRICARE Standard paUents?" 

'These estimates have relative margins of error that are 30 percent or greater. 
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Appendix IV: Areas Where Nonenrolled 
Beneficiaries Had Probtems Accusing Civilian 
Providers. 200a-2011 


'’The Prince William Cojnty. Xrii^inia, HSA is part of the Central-Northern Virginia PSA, 
'The Fredericksburg, Virgir^, HSA is part of tfie Central-Northern Virginia PSA. 


Problems Finding 
Civilian Mental Health 
Care Providers 


Because of the low number of nonenrolied beneficiary responses to the 
questions about civilian mental health care,’^ we are unable to identify 
specific geographic areas where nonenrolied beneficiaries have access 
problems to civilian mental health care providers. Of the 215 areas 
surveyed in the 4-year beneficiary survey, only 5 areas had 30 or more 
respondents — TMA’s threshold for reporting beneficiary survey results — 
who indicated that they needed mental health care and received it from a 
civilian provider. Additionally, for those 5 areas that did have at least 
30 nonenrolied beneficiary responses, the margins of error were between 
10 and 25 percentage points. 


In order for nonenrolied beneficiaries to respond to the question that asked 'In the last 
12 months, how much of a problem, if any, was it to get the treatment or counseling you 
needed Uirough your health plan?." fiiey needed to have answered “yes" to the question 
that asked "In the last 12 montfis, did you need any treatment or counseling for a personal 
or family problem?" Additionally, nonenrolied beneficiaries had to have responded that 
their mental health care provider was a civilian provider. 
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Appendix V: Civilian Provider Acceptance of 
Any New TRICARE Patients in Hospital 
Service Areas Surveyed in Fiscal Year 2011 


The TRICARE Management Activity (TMA) fielded its provider and 
beneficiary surveys to the same Hospital Service Areas (HSA) each year 
with one exception. Because of resource constraints, the 201 1 fielding of 
the beneficiary survey did not include any HSAs. However, 16 HSAs were 
included in the 2011 fielding of the provider survey. Because beneficiaries 
were not surveyed for these HSAs, they are not included in our collective 
analysis of the beneficiary and civilian provider survey results. Table 13 
lists the 16 HSAs that were surveyed in the 201 1 civilian provider survey 
fielding and the estimated percentage of civilian providers who were 
accepting any new TRICARE patients. 


Table 13: Hospital Service Areas (HSA) Surveyed in 2011, and the Estimated 
Percentage of Civilian Providers Who Were Accepting Any New TRICARE Patients 

HSA 

Estimated percent of civilian 
providers accepting new TRICARE 
patients (margin of errorf 

1- Oklahoma City, OK 

51 (10) 

2. Madison, Wl 

52(9) 

3. Athens. OH 

52(10) 

4 Tucson. AZ 

56 (5) 

5. Tulsa. OK 

58 (9) 

6. Nashville. TN 

65(7) 

7. LihueAA/airneaWailuku. HI 

66(7) 

8. Birmingham, At 

67(6) 

9. Laramie. WY 

71 (14) 

to. Hopkinsville. KY 

72(11) 

11, Tacoma, WA 

75 (8) 

12. Augusta. GA 

80(5) 

13. Rapid City. SD 

81 (6) 

14, Columbus, GA 

84(6) 

15. Hampton/Newpoft News. VA 

85(4) 

16. Petersburg/Hopewell. VA 

91(6) 


SM«ce. GAO ar>alysis cri TMA oata. 

Notes; The margins of error are at the 95 percent confidence level. Areas were considered only if 
they had at least 50 respondents for the civilian provider survey. 

’Estimated percentage is based on the number of civilian providers who answered "for all claims” or a 
"ciafoi-by-ciaim basis" to the question that asked “As of today, ts the provider accepting new 
TRICARE Standard patients?" 
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Appendix VI: Comments from the 
Department of Defense 



ilEAl-TIIAPKAfRS 


THE ASSISTANT SECRETARY OF DEFENSE 

I2M DEFEN<>E Pe^<TA(;0^< 
WASHISCTOS.DC 2030I-I2U0 


MAR 2? 20!3 


Ms. Debra A. Draper 
Director, Health Care 
U.S. Gowmmeni Acwuntabiliiy Office 
44! G Suect, N.W. 

Wasltington, DC 20S48 


Dear .Ms. Draper: 

This is the Dcpeulmcni of Defense’s response lo the Government .Accountability Office 
(GAO) Diall Report. GAO-J 3-364. “DEFENSE HEALTH CARE; TRICARE Multi-year 
Surveys Indicate Problems wi* Access to Care for Nonetirollctl Beneficiaries." dated 
February 25, 20!3. (GAO Code2‘llfM5). Thank you for the opportunity to review and comment 
on the drafi report. 

Overa!!. I concur with the draft report’s findings and conclusions. The report does not 
contain any recommendations, and I have no significant technical changes to offer other than 
what we havcpiuvidcd to the analysts. 

I thank you for yo-.ir detailed review of our survey methodology arut processes. My 
poinWofconiact on this matter are Dr. Richard Bannick (Functional) and Mr. Oundter 
Zimmerman (Audit Ijai.son). Dr. Bannick maybe reached nt (703) 6fi!-3fi38, and 
Mr. Zimmerman may be reached at (703) 68 1 -4360. 


Sincerely, 
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Chairman Walberg. Without objection? Hearing none, it will be 
admitted. I thank the gentleman. 

Now I recognize my good friend and colleague, NASCAR col- 
league, from North Carolina, Mr. Hudson. 

Mr. Hudson. Thank you, Mr. Chairman. And I am a proud sup- 
porter of this bill. And, frankly, I am outraged by the arrogance 
and the overreach by this agency, OFCCP. Congress clearly sig- 
naled our intent. And to paraphrase one of my colleagues. Congress 
doesn’t pass suggestions. Congress doesn’t pass things that we hope 
will happen. Congress passes laws. And the law has to be followed, 
Mr. Chairman, and the law was made very clear in 2011. 

And the response from this agency was Congress has overstepped 
their bounds by telling us what we can do. That is outrageous. And 
now the response is, from the Secretary, well, we will do a morato- 
rium for five years so we won’t violate the intent of Congress for 
five years. But at the end of the five years, the heck with what 
Congress passed because we don’t have to follow the law. And, 
frankly, that is outrageous, Mr. Chairman. 

But I will address my question to Mr. Kirschner. You know, I 
travel my district in North Carolina. We have got rural hospitals 
that are, frankly, dealing with a lot of costs due to compliance with 
regulations and laws from the state and federal level. And, frankly, 
these hospitals are struggling. And with the cost of Obamacare, the 
uncertainty created by the new health care law and, frankly, hav- 
ing this regulation hanging over their head is just one more bur- 
den. 

And what I guess my question to you, Mr. Kirschner, would be 
could you highlight what some of the burdens and the regulations 
that have to do with nondiscrimination, federal workforce compli- 
ance that hospitals have to deal with anyway? What are the costs 
in time and resources that are involved with complying with the 
law the way it exists now? 

Mr. Kirschner. The American Hospital Association is deeply 
concerned about the survival rate of hospitals, particularly those in 
rural areas. Hospitals, on average, spend approximately 20 percent 
of their revenues on administrative overhead already, separate 
from the OFCCP compliance. There are any number of laws that 
are applicable to them and will remain applicable: Title VII, state 
nondiscrimination laws, the Americans with Disabilities Act, 
FMLA, the NLRA. There is a whole alphabet soup of laws that will 
remain applicable. 

In addition, there is oversight provided by HHS and the Office 
of Civil Rights that is applicable specifically to hospitals that will 
remain. So there is a lot of oversight already and nondiscrimina- 
tion obligations that exist for every hospital. 

To become a federal contractor then imposes a whole new scheme 
of obligations that non-federal contractors do not have to comply 
with. There may be some underlying similarities with respect to 
nondiscrimination compliance, but there is a reporting obligation 
for federal contractors that other employers do not have to do. 

There is a variance in terms of the estimate of hours per time 
that will take. There was a reference earlier to the St. Jude Med- 
ical Center’s prior testimony that said that there is hundreds and 
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hundreds of extra hours that are necessary just due to compliance 
with the recordkeeping obligations of the OFCCP. 

So the added burden is really the concern that we have, where 
hospitals may be unknowingly and unclearly becoming federal con- 
tractors despite what Congress has said in section 715 of the 
NDAA and, in our view, the OFCCP’s very vague and ambiguous 
standards for what makes you a federal contractor. 

Mr. Hudson. Well, I appreciate that. And it is stunning to think 
about 20 percent cost going towards just compliance. That is — ^you 
know, you think about any business — and a hospital is a business, 
whether it is a for-profit or not-for-profit hospital — in the business 
of taking care of their patients. And, frankly, we have a large 
TRICARE population, Mr. Chairman, in North Carolina in my dis- 
trict. And I want there to be incentives for people to provide- for 
more providers to engage in TRICARE. 

And so I appreciate the testimony of the witnesses today. And, 
Mr. Chairman, again, I am very supportive of this legislation. I 
thank you for your work. 

And I will yield back the balance of my time. 

Chairman Walberg. I thank the gentleman. 

And now I recognize my friend and colleague from the great state 
of Ohio, and sharer of the Great Lake Erie, for her five minutes. 

Ms. Eudge. Thank you very much, Mr. Chairman. I thank all of 
you for being here today. 

Ms. Graves, you cite in your testimony a study that found female 
employment by federal contractors increased seven times as much 
between 1974 and 1980. A period which includes the establishment 
of OECCP in 1978. That increase is significantly higher than in pe- 
riods where there was not federal contracting settings such as we 
have today. Do you think that the health care industry could ben- 
efit from the unique responsibilities and enforcement mechanisms 
of OECCP, like the affirmative action plan? 

Ms. Graves. Well, certainly. You know, to begin with, there is 
clear, documented discrimination based on race and sex in the 
health care industry. There have been a number of studies that 
have talked about that, that have talked about the wage gap be- 
tween male and female physicians, the race discrimination that oc- 
curs among physicians. But beyond that, diversity in the health 
care workforce is very much tied to the core purpose in providing 
quality patient care. There is evidence that diversity in the health 
care field absolutely improves patient care. 

The other thing is that OECCP is slightly different from some of 
the other agencies because of its affirmative enforcement scheme. 
And this is especially important when we are talking about types 
of discrimination that is difficult to detect. So hiring discrimina- 
tion, pay discrimination, these types discrimination the individuals 
are not as likely to know that they have experienced it. 

Ms. Eudge. Thank you very much. 

Mr. Kirschner, in your testimony from December 14, 2013 you 
cited the testimony of Ms. Dana Bottenfeld — Bottenfield. And she 
talked about the frustration she had with affirmative action plan 
procedures. Do you further agree with her testimony that she be- 
lieves that these procedures, these affirmative action plans, are im- 
portant? 
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Mr. Kirschner. I am not familiar with the extent that — the spe- 
cific quote that you are referring to from the December testimony. 

Ms. Fudge. I am quoting from you. 

Mr. Kirschner. I know that. I am generally familiar with her 
testimony. I would say that four hospitals that have knowingly 
agreed to become federal contractors — and they accept the obliga- 
tions that flow with that — then it is important for those hospitals 
to comply with the law. Which would include having affirmative ac- 
tion programs and otherwise complying with the OFCCP. 

Ms. Fudge. Thank you very much. So you agree with her testi- 
mony. 

Mr. Carrato, in your testimony you indicate that you are proud 
to be the longest-serving managed care contractor. And, certainly, 
I know that is important, and I applaud you, as well, and congratu- 
late you. Health Net is justified to feel this way and I agree, having 
served the Department of Defense and the Veterans Administra- 
tion for 25 years or better. A high-quality product is provided by 
your company. Do you think that some of the pride that you feel 
may also be a result of meeting and exceeding the high standards 
that are embedded in any federal contract, including those require- 
ments enforced by OFCCP? 

And I ask that because I think it is very important for us to un- 
derstand we are using taxpayers’ dollars, we are held to a higher 
standard and should be held to a higher standard. And that it is 
not an entitlement to do business with the federal government. 
And so I ask the question because since you have been so success- 
ful that means that you have at least met, and/or exceeded, the re- 
quirements of a contract. 

Mr. Carrato. Yes. You know. Health Net Federal Services is a 
federal contractor. And we are a federal contractor. Certainly, af- 
firmative action and diversity in the workplace we have benefited 
from. We understand the issue of veterans’ unemployment. We 
have joined with the White House supporting the joining forces ef- 
fort. We are committed to, you know, employing veterans. And we 
are committed to diversity. 

The issue today is the hospitals and providers that are in our 
network. I think the issue is classification. As network providers, 
they are required, as Mr. Kirschner said, to comply with, and we 
enforce that in our contracts with all affirmative action state-local 
regulation. We just believe that OFCCP classifying them as con- 
tractors and subcontractors just brings additional regulatory bur- 
den. And as they are making a business decision whether to con- 
tinue to support our men and women in uniform and our veterans, 
many are staying on the sidelines. And most, if not all, are very 
concerned. And this five year moratorium will not alleviate those 
concerns. 

Ms. Fudge. Well, certainly I disagree. 

But I yield back, Mr. Chairman. My time has expired. 

Chairman Walberg. I thank the gentlelady. 

And now I recognize the distinguished chairman of the Education 
and Workforce Committee, Mr. lOine. 

Mr. Kline. Thank you, Mr. Chairman. Thanks to the witnesses 
for being here today. Mr. Goldstein, real pleasure to see you. I 
know you hated to leave balmy Minnesota to come out here, but — 
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Mr. Goldstein. To windy Washington. 

Mr. Kline. A sacrifice you are willing to make. Good to see you 
all, and thanks for the testimony. 

I hate that we are in this position. Because I can’t speak for the 
Ranking Member, but I think that he and I both believed that we 
had addressed this in the National Defense Authorization Act. And, 
certainly, I believe that the will of Congress was made pretty clear 
in terms of OFCCP’s jurisdiction here. And yet here we are. We 
have got a lawsuit in Florida, we have got you here, we have hos- 
pitals — I am going to get to you in just a minute, Mr. Kirschner. 
A lot of uncertainty out there about what they are supposed to do. 
And the Secretary has said he is going to have a moratorium on 
enforcement. 

The law doesn’t go away, the interpretation doesn’t go away, a 
subcontract is still a subcontract. But for five years, they are not 
going to enforce it. Although they are apparently going to have peo- 
ple helping hospitals to understand how they are going to have to 
comply in five years from now. So I was struck a little bit, that, 
apparently, the suggestion — at least it was implied, or I inferred, 
that the solution here would be to have a better President, a better 
Secretary of Labor and then this will go away. 

That is a terrible position for us to be in. It is a terrible position 
for the providers to be in. So it seems to me that Congress is going 
to have to speak again, hence this legislation to make it clearer 
that jurisdiction of OFCCP doesn’t apply here. It matters — and we 
have had this discussion many times in this Committee and the 
full Committee — how we write laws. And the clearer we are and 
the more explicit we are, the less chance there is for misinterpreta- 
tion. We have, oh, I think it is a couple of million people now em- 
ployed by the federal government in the bureaucracies. 

We have tens of thousands of pages of regulations that come 
every year that individuals and businesses and unions and every- 
body has to read, understand, and try to deal with. But when we 
write law and we think we are being clear about it, and we still 
get in this position, I, and I think many of my colleagues, are fairly 
frustrated. So I want to get to the impact, and I am going to go 
to you, Mr. Kirschner, because you mentioned it earlier. This isn’t 
a question of just deciding to be nondiscriminatory. This is a ques- 
tion of additional reporting, additional paperwork — a burden, if you 
will — added to everything that was already there, all those things 
you talked about earlier, state law and the ADA and all of those 
things, this is added on to that. 

And so you have got providers who, by a couple of testimony 
here, are actively considering or have already considered not pro- 
viding the service for TRICARE, for example. And as somebody 
who had his health care provided by TRICARE and whose family 

did for many years, I would that would be very, very painful. 

That would be an awful thing to happen. So can you again talk 
about what this OECCP jurisdiction is doing to that workload. 

And by the way, the moratorium, as I said, doesn’t change the 
law. It just changes whether or not they are going to enforce the 
law. But could you address that for us one more time again, what 
happens here and why hospitals are saying we don’t want to do 
this? 
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Mr. Kirschner. Sure. If a hospital is a federal contractor, then 
there is a whole scheme of regulations that do apply to them, rang- 
ing from how they track intake of applicants and how they report 
that, how they create reports related to affirmative action and 
other items. And these are done in a very particular way, as re- 
quired hy the OFCCP, that is unrelated to the normal business op- 
erations of the hospital. So it is not as if the hospital has its re- 
ports that it just has to turn over to the OFCCP. Rather, the 
OFCCP requires the hospitals to maintain information and gather 
information in a way unrelated to anything else that they do. 

There are hundreds of hours that are required to be done by the 
hospital just to comply on a regular basis with the OFCCP regula- 
tions. And when there is an audit, those audits can last for years 
and they can be very time-consuming. 

Mr. I^iNE. So I see my time is about to expire. So there is a le- 
gitimate business decision that is going to have to be made based 
on cost in dollars and cost in time. And we are going to have people 
who will suffer. I see my time has expired. 

I yield back. 

Chairman Walberg. You — you may continue, Mr. Chairman. I 
just wanted to have that opportunity to say that to you, and recog- 
nize the next time I have that opportunity you would — 

Mr. Kline. No, let me be clear here. I yield back. 

[Laughter.] 

Chairman Walberg. I thank the Chairman. 

Now I recognize my friend and colleague from Indiana, Mr. 
Rokita. 

Mr. Rokita. I thank the Chair and I thank the witnesses, and 
good morning to each of you. 

I want to quickly go to Mr. Kirschner here, and just simply ask 
if you had anything to add about Ms. Graves’ testimony. It was 
characterized that you agreed with what she was saying, at an 
early on question. Did you want anything else on the record? 

Mr. Kirschner. My statement is that to the extent that a hos- 
pital or other contractor has an obligation, as a bona fide con- 
tractor, to comply with an affirmative action program I think that 
is legitimate. But what I don’t think is legitimate is that if a hos- 
pital signs up for a contract, and is told in that contract that they 
are not a federal contractor, has no clear knowledge that they are 
a contractor, and then after the fact the OFCCP comes in and says, 
“Oh, by the way, for the last X number of years you may not have 
known this, but you were a federal contractor and you have been 
out of compliance with the law for years.” 

That is the situation we are trying to clarify and, with support 
of this bill, to make it clear that providers under these federally- 
funded health plans are not federal contractors. 

Mr. Rokita. Yes, that we are going to follow the rule of law, not 
the rule of man. 

Mr. Kirschner. Right. 

Mr. Rokita. Yes, thanks. I am getting that sense here at the 
hearing today. It is a shame, though, and I associate my comments 
with the full Committee Chairman, that we have to say again what 
we intended the first time. 
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Mr. Goldstein, you note in your testimony, you talked about, the 
Florida Hospital of Orlando case. And, you know, one of the rea- 
sons we are here today is that the board took, what you say was, 
an unprecedented action. If I understand it right, the ALJ initially 
agreed with the hospital that they weren’t going to be contractors 
or subcontractors. And then the full board, the review board, then 
kicked it back down, where it now sits at the ALJ level. Can you 
expand on that? Why is this so unprecedented? 

Mr. Goldstein. What happened is, the administrative review 
board originally agreed with Florida Hospital and found that 
OFCCP did not have jurisdiction because of the congressional ac- 
tion. It was done and it would have resolved the issue, and it would 
have been clear TRICARE does not create OFCCP jurisdiction. 

Mr. Rokita. Yes. 

Mr. Goldstein. OFCCP asked the administrative review board, 
which basically represents the judgment of the Department of 
Labor — asked it for reconsideration. Which, in my experience — 

Mr. Rokita. Which is not unusual. Oh, that is unusual. 

Mr. Goldstein. In my experience, that is very unusual. 

Mr. Rokita. Okay. 

Mr. Goldstein. If not unprecedented, and the ARB granted that 
reconsideration which, again, is very unusual if not unprecedented. 
And in a divided opinion, found that this act of Congress did not, 
in the judgment of three of the board members, divest OFCCP of 
jurisdiction. Sent the case back down to an administrative law 
judge for further proceedings, basically delaying the final day when 
a federal district court gets to determine what did Congress actu- 
ally mean when it enacted section 715. 

Mr. Rokita. So when you say “unprecedented,” do you mean that 
it is unprecedented within the jurisdiction and precedential deci- 
sions of the Department of Labor’s administrative review board? Or 
within federal government agencies, as a whole? 

Mr. Goldstein. To my knowledge, within the ARB; I don’t know 
the answer with regard to federal agencies as a whole. 

Mr. Rokita. Okay, thank you. 

Mr. Carrato, thank you for your testimony today. The Depart- 
ment of Labor — of course, and the reason why we are here — stated 
TRICARE providers are subcontractors of the federal government. 
I guess what I am wondering, though — and I want you to expand 
on it — they seem to be the moose on the table, the Department of 
Labor. But do other federal agencies consider TRICARE providers 
to be federal contractors? I mean, that is to say are there broader 
issues associated with the OFCCP’s — 

Mr. Carrato. Yes, there are much broader issues. And I think, 
historically, this question has come up as to how to classify pro- 
viders. And in addition to OFCCP regulation, there are a host of 
flow-down provisions that would flow to federal contractors: you 
know, the FAR, the DFAR, which requires certain cost accounting 
systems, disclosure statements. So there would be — if TRICARE 
providers were, indeed, classified as contractors, there would be a 
host of additional burdens. So to my knowledge today, no other fed- 
eral agency — to include the Department of Defense — considers 
them subcontractors. 
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Mr. Rokita. Oh, and I am just thinking about this, I guess. That 
if they were considered ultimately, legally, contractor to sub- 
contractors, now they would be subject to the President’s new exec- 
utive order on raising the minimum wage. 

Mr. Carrato. Correct. 

Mr. Rokita. Which would have costs as well. 

Mr. Carrato. All flow-down provisions. 

Mr. Rokita. Right. Mr. Kirschner? 

Mr. Kirschner. Yes. If I may just add to that, the Department 
of Defense actually has its own regulation classifying providers in 
TRICARE as not federal contractors. So it is not just that they 
haven’t taken a position, but they have taken a position contrary 
to that taken by the OFCCP. And the Office of Personnel Manage- 
ment, similarly, has a regulation classifying participants in the 
FEHBP program as not federal contractors. And the OFCCP has 
disagreed with them, as well. 

Mr. Rokita. Rule of law versus rule of man. 

Mr. Chairman, I yield back. 

Chairman Walberg. I thank the gentleman. 

I recognize now a second distinguished representative from Indi- 
ana, the birthplace of my first two kids, Mr. Bucshon. 

Mr. Bucshon. Thank you very much. Thanks to the panel for 
being here today, and I will give you my background. I was a car- 
diovascular and thoracic surgeon prior to coming to Congress in 
2010, and have been in the health care industry for 30 years since 
I went to medical school in the mid-1980s. And my wife is also a 
physician, an anesthesiologist, who currently continues to practice 
medicine. 

And, you know, I have recruited physicians, I have recruited all 
kinds of other health care employees as the president of my med- 
ical group. And so when, Ms. Graves, you commented and you 
made the allegation that the health care industry has purposefully 
continued to discriminate based on sex and race and other things 
I take offense to that. Because I think that I would like you to sub- 
mit, for the record, evidence, which you have specifically on the 
health care industry, that there is discrimination. That is not a 
question. So I know you turned your mike on, but I am not asking 
for a response. 

Ms. Graves. Oh, it wasn’t a question? Oh. 

Mr. Bucshon. But whatever hearing I go to, whatever subject, 
when I hear people make allegations that may or may not be sub- 
stantiated I always ask witnesses, regardless of the subject, to sub- 
mit their evidence and data to the subcommittee and to my per- 
sonal office to back up those claims. 

Because my wife has been hired by multiple different hospitals 
and she gets paid the exact same amount as any other anesthesiol- 
ogist that they hire. I have hired a female cardiovascular and tho- 
racic surgeon for my practice, paid exactly the same as the male 
cardiovascular and thoracic surgeons, as are any of the other em- 
ployees. 

So if you would, for the record, submit the evidence that you 
have that proves what your claim, that there is still discrimination. 

Ms. Graves. I would be pleased to do that. 

Mr. Bucshon. Thank you. 
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Mr. Carrato, in your testimony your expressed concerns about 
Health Net’s ability to provide military members and their families 
access to high-quality providers, especially in rural areas and areas 
far from military treatment facilities, where there are already 
shortages of providers. And I would just like to say, in Evansville, 
Indiana there is a VA clinic but there is no VA hospital, and pa- 
tients have to go to St. Louis, which is about three hours away, for 
surgery if they needed that, for heart surgery. 

You mentioned that specialties are already in short supply — psy- 
chiatry, neurosurgery, and dermatology, for example. Could you 
elaborate on the extent of the shortages and the access issues al- 
ready? 

Mr. Carrato. Certainly. And as you well know, there are certain 
specialties in short supply. You know, adolescent psychiatry, der- 
matology. And as a business decision, providers need to make a de- 
cision how to titrate their panel of patients. And the reimburse- 
ment rates, as Mr. Courtney mentioned, don’t make TRICARE the 
most attractive payer to participate in. So any additional burden or 
regulation makes our ability to recruit and retain providers much 
more difficult. And it essentially is supply and demand. 

And in certain rural areas where we place our military installa- 
tions — you know, Watertown, New York, Fayetteville, North Caro- 
lina, rural Indiana, as you said — there is not the abundance of pro- 
viders, and they have to make a business decision. They have to 
decide what payers that they want to support. 

Mr. Bucshon. Thank you, very much. Because I do represent a 
very rural area. And not only for military veterans, but for every- 
one, access to health care providers, particularly specialists, is be- 
coming a critical issue across our nation, not only for — again, for 
people in the military. 

And in my medical practice I had the opportunity to treat many 
veterans. And frequently, if they were requested by the VA to be 
transferred to another facility I did it for free, and wrote it off, and 
got my hospital to do the same. Because I didn’t feel it was fair 
that their families and them had to travel three hours for heart 
surgery, when I could do it, you know, down the street. 

Mr. Carrato. Right. 

Mr. Bucshon. And so I am going to go on the record and say 
that since I have been in medical practice and in Congress I sup- 
port the ability for military veterans to have a card in their pocket 
and get health care at their facility of choice, regardless of whether 
that is the VA system or private facilities, if there is not access to 
the appropriate VA care within a reasonable area around them. 

With that, Mr. Chairman, I yield back. 

Chairman Walberg. I thank the gentleman. I thank the panel 
for your response to our questions and, for our colleagues, the ques- 
tions that you had, hoping leading to greater understanding. 

So now I recognize the Ranking Member, Mr. Courtney, for his 
closing remarks. 

Mr. Courtney. Thank you, Mr. Chairman. And, again, I want to 
again tip my hat to you and your staff in terms of, again, flushing 
this issue out. And, in my opinion, resulting in accomplishing real 
change in terms of what was clearly an issue about interpretation 
of a statute that Congress acted on and I think had clear intent. 
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And a new Secretary of Labor who listened, and has really talked 
to people and interacted with people. 

You know, I think, in my sort of final thoughts here I just want 
to make the observation that if H.R. 3633 were to pass the House, 
pass the Senate and be signed into law by the President — which I 
frankly think there is a high level of skepticism in my mind that 
actually would happen — the fact of the matter is, is the next day 
we would still have a terrible challenge in terms of access to health 
care for TRICARE. 

I mean, the issues that have been identified by GAO, the issues 
that I have heard over and over again in the last seven years in 
terms of retirees and veterans who qualify for TRICARE, getting 
access to care is all about reimbursement and doctors and pro- 
viders’ willingness to basically lose their shirts every time they 
take on a new patient. 

And, again, the GAO study clearly demonstrates that. Again, I 
think every person on this subcommittee, if, you know, we were 
given the opportunity to really kind of, again, boost the financial 
support for that program there would be strong support for it. In 
fact, the Senate had a measure a couple days ago Senator Sanders 
proposed which, again, would have a historic new investment in 
terms of veterans health care services. In my opinion, that is clear- 
ly the best way to strengthen the network of access for veterans in 
this country. 

You know, the focus here today, obviously, though is on the ques- 
tion of OFCCP jurisdiction. Again, I think that the Secretary could 
have, you know, gone into the Washington, D.C. crouch and lis- 
tened to the lawyers, maybe, and his agency and said I am not 
gonna extend myself to try and listen to people and do anything. 
But the fact is, is that, as in the case of OSHA recently, he has 
really shown a willingness to listen to Congress and to react. 

And to come out with something that — again, I am disappointed, 
frankly, that people have dismissed here today some of the wit- 
nesses about the value of it. A five year moratorium, again, takes 
this out of the scope of this administration. Nobody is stipulating 
to anything in terms of, you know, you are not being subject to a 
court order or relinquishing your legal position here in terms of the 
interpretation of the prior bill. Which, by the way, the language of 
that is different than H.R. 3633. 

It is not like we are just re-passing that language. I mean, there 
is “shall” language now in this as opposed to “may” language be- 
fore. So, you know, again I have been around enough lawyers to 
know that people can fight over, you know, a couple words, or com- 
mas even sometimes in terms of the way statutes get written. But 
the fact is, is I think that this Secretary has shown a willingness 
to, in my opinion, give a very robust area of certainty on whether 
or not OFCCP jurisdiction is gonna, in fact, apply towards 
TRICARE providers. 

And, frankly, I don’t think he is done in terms of that dialogue 
and that discussion. That, you know, we are, I think, gonna still 
see him in our Committee rooms and in our offices, and is willing 
and open to continue this discussion as far as other programs are 
concerned in terms of Medicare and FEHBP. This is not someone 
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though, in my, you know, estimation has shown, you know, again, 
just a rigidity or unwillingness to talk and interact with people. 

So I practiced law for over 20 years. I was with a bunch of litiga- 
tors who were fearless and loved, you know, the conflict and going 
into the courtroom. But we had a sign that hung in our office that 
was a quote from Abraham Lincoln, which said, “Discourage litiga- 
tion. Persuade your neighbors to compromise whenever you can. 
Point out to them how the nominal winner is often the real loser 
in fees, expenses and waste of time.” And, you know, I would re- 
mind you of that quote in order to what the Secretary did in terms 
of where we are today. 

Again, I respect the Chairman’s passion on this issue. And it 
may be that this issue is gonna come to the floor. But, again, this 
is a Congress whose batting average isn’t that great in terms of 
getting across the finish line. And I think it is gonna run into re- 
sistance maybe further along in the process. And I think, in the 
meantime, you can take credit for accomplishing something here in 
terms of having the department reevaluate its position. 

As the Secretary said, I did the forensics. He did the forensics 
to understand better what the Armed Services Committee did and 
he made an adjustment. And I think that is a great accomplish- 
ment, and something that you should be very proud of. 

And with that, I yield back. 

Chairman Walberg. I thank the gentleman. And I would concur 
with much of your sentiment there. And it is not a purpose of this 
hearing to necessarily push forward a piece of legislation. And you 
are right, we don’t have a great record of getting our colleagues on 
the other side of the Capitol to take up le^slation — good, bad or 
indifferent — and move it forward. However, it is important to have 
the discussion. 

I also certainly applaud the Secretary. This little note paper is 
my notes I took sitting in my red 2006 Hemi Dodge 2500, three- 
quarter ton pickup truck outside of a town hall in Grand Ledge, 
Michigan, on the banks of the Grand River, when the Secretary 
was willing to call me and talk about this issue. So I appreciate 
that very much. And we have had open dialogue in my office and 
in my pickup truck. And wherever he was, I have no idea, at that 
point in time. But we discussed that. 

And we need to continue discussing it. I appreciated the letter 
that he sent. It didn’t include every item that we discussed that 
afternoon. That would have been included in the letter. So there is 
certainly more discussions I will have with him, and ask why. We 
can assume things. But for the record, and in the reality, we want 
to make sure things are solid, buttoned up, and move forward. But 
I think it even goes beyond that. I am willing to give credit where 
credit is due, and enabling ability to help us work together is great. 

But in the end, we want to make sure we have a framework in 
place that not only encourages economic growth, the opportunity 
for health care to be there and available. Certainly, everyone in 
this subcommittee and on the full Committee would never, never 
countenance anything that denied employment because of an indi- 
vidual’s gender or their disability, their race, or their religion, or 
the fact that they were military veterans. But on the other side of 
the ledger, we want to make sure that we don’t put so much uncer- 
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tainty in place, at the very least, that decisions are made that will 
take away opportunities for people to have the type of care that, 
in this country, they ought to have. 

That would have the opportunity to have employment in facilities 
that are viable and growing and moving forward and, in fact, ex- 
panding to meet the needs of this great citizenry we represent. I 
think, as well, this is an opportunity to make sure that the dia- 
logue, the debate that we even had yesterday on the floor of the 
House, pushing back on our executive, making decisions and, in 
fact, rewriting laws without the authority that the Constitution 
gives, regardless of party, the issue of the separations of power. 
The authority that the people have. As Washington said, I believe 
it was, when asked about our government, “Here, the people rule.” 

And we are the elected representatives of the people to represent 
them and, on their behalf, make laws. And expect those laws — 
good, bad or indifferent — until changed, to be the law of the land. 
And that is my concern. That we have not got to that point right 
now with OFCCP, and their description, definition of who a subcon- 
tractor is or a provider. And they are, in fact, as I believe, going 
against what was decided by law in the NDAA provision. 

So this is a worthy discussion to continue. We will go on. I am 
certain I will talk with the secretary. I am certain that we will 
push for adequate solution. 

But I also want to make sure that we don’t have simply five 
years of uncertainty. And ultimately, decisions made on the basis 
of the fact that we can’t just be uncertain for five years. We are 
gonna make decisions now that impact, sadly, in negative ways the 
people that we ought to be serving. 

So I appreciate this hearing today. We will certainly continue on 
in various ways. But we want to move forward for the good our 
country, for the good of our citizens and so that everybody has op- 
portunity equal to all. 

There being no further business, the Committee stands ad- 
journed. 

[Additional Submissions by Ms. Graves follow:] 
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Chairman Walberg, Ranking Member Courtney, and members of the Subcommittee: 

Thank you again for the opportunity to testify before the Subcommittee on the important 
topic of the civil rights obligations of federal contractors and subcontractors. During the Hearing 
on Il.R. 3633 on March 13, 2014, 1 was asked by Representative Bucshon to provide additional 
information on discrimination in health care. The following supplemental testimony provides a 
brief overview of the documented discrimination experienced by health professionals. 

I) Ensuring Equal Onnortunitv Is Especially Important in the Health Care Industry. 

Where Many Health Care Workers Report That They Have Experienced 

Piscrimination in the Workplace. 

The federal government has a vital interest in ensuring that its health care contracts 
support a health care workforce that is free from discrimination and that effectively serve this 
country’s diverse patient population. Yet employment discrimination remains pervasive in the 
health care industry and women and people of color remain especially underrepresented in many 
health care occupations. 

Hispanics, for example, are underrepresented in every single health care occupation listed 
by the Bureau of Labor Statistics, including physicians and surgeons (5 percent), nurse 
practitioners (3 percent), dentists (3 percent), and pharmacists (5 percent).' African-Americans 
are underrepresented in almost three quarters of health care occupations listed by the Bureau of 
Labor Statistics.^ They make up only 7 percent of physicians and surgeons, 4.5 percent of nurse 
practitioners, 2 percent of dentists and 3.3 percent of dental hygienists, zero percent of 
chiropractors, and 5 percent of paramedics.^ Women are disproportionately represented in the 
health care industry overall, yet they are significantly underrepresented in a range of health care 
occupations, including physicians and surgeons (34 percent), paramedics (31 percent), and 
chiropractors (22 percent),'' 

Despite efforts to address discrimination and improve diversity, national surveys continue 
to reveal pervasive discrimination in the health care workforce. Surveys of physicians from the 
1990s indicated that almost half of all non-majority physicians reported experiencing 
With the law on your side, great things are possible. 
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discrimination based on race and ethnicity.^ Over a decade later, a 2006-2007 national survey 
showed that a substantial proportion of non-majority physicians report experiencing racial or 
ethnic discrimination at work.* Specifically, the survey found that compared to 7 percent of 
white physicians, 71 percent of black physicians, 44 percent of Asian physicians, 63 percent of 
“other” race physicians, and 27 percent of Hispanic/Latino(a) physicians reported experiencing 
discrimination sometimes, often, or very often during their medical career.^ 

Moreover, new research indicates a persistent and growing gap in earnings between male 
and female physicians over the last 20 years.* In 1987-1990 the gap in earnings between male 
and female physicians was substantial, with men earning $33,840 (20 percent) more than their 
female counterparts on average. But by 2006-2010, the gender gap had increased to $56,019 
(25.3 percent).^ Another study showed that this pay gap is not explained by gender differences in 
choice of specialties. Among general internists and pediatricians, for example, female physicians 
of all races/ethnicities had significantly lower incomes than their white male counterparts.’* That 
study, which adjusted for multiple factors including work effort, physician characteristics, and 
practice characteristics, also found a trend toward a widening of the income gap over time. ' ' The 
same study found that female family practice physicians had much lower incomes than male 
physicians in family practice.”’ 

Recent cases illustrate some of the illegal discrimination that health care workers 
experience — including racially hostile workplaces, sexual harassment, and retaliation. For 
instance, the Seventh Circuit Court of Appeals recently rejected a nursing home's argument that 
it could discriminate against its Black employees to cater to the racial preferences of its 
residents.’^ Specifically, the court found that the nursing home created a hostile and “racially 
charged” work environment in which coworkers directed “racial slurs” at the plaintiff on 
multiple occasions by “accedjingj to a patient’s racial preferences” when it did not allow 
plaintiff to provide care to a resident w'ho did not want care from a Black nursing assistant.’'* In 
another case, the EEOC reached a settlement with a hospital in a class race and sex 
discrimination lawsuit alleging that the hospital segregated a class of Black female employees in 
job assignments based on their race, retaliated against at least one female employee for objecting 
to unlawful employment practices, and required Black female medical technicians to perform 
assignments not required of their male Asian-Indian counterparts.'* 

Female health care workers also report being treated differently from their male 
colleagues, including facing pressure to conform to sex stereotypes and sexual harassment.'* For 
example, nearly 30 percent of female medical faculty members reported experiencing serious 
forms of harassment — such as unwanted sexual advances or threats — compared to 3 percent of 
male faculty.'^ 

As women and people of color continue to confront discrimination in the health care 
field, the Department of Labor OFCCP’s important work in enforcing nondiscrimination 
obligations has a strong nexus to the federal government’s vital interest in ensuring that it 
contracts with health care institutions that are free from discrimination and thus well-equipped to 
improve patient care. 
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2) Enforcing Civil Rights Laws Can Reduce Disparities in Health Care Treatment and 
Outcomes. 


The efficiency benefits of diverse workforces are particularly apparent in the health care 
field, where workforce diversity is associated with reduced health care disparities and improved 
patient care. Diversity in the health care workforce can thus help hospitals achieve their core 
purpose in providing quality patient care, especially in light of the challenges of caring for the 
country’s diverse patient population. Numerous sources highlight the importance of a diverse 
workforce as a key strategy for improving cultural competency, reducing language barriers, and 
addressing health care discrimination. 

a) Health care disparities exist based on race, national origin, sex and sex stereotypes, 
and disability. 

Racial disparities exist in receipt of cancer diagnosis and treatment; treatment of 
HIV/AIDS; and diabetes, mental health, and cardiovascular care, among others.’* In each of 
these areas, “African Americans, Hispanic Americans, and American Indians tend to receive less 
and lower quality health care than whites, resulting in higher mortality rates.”’’’ For example, one 
study found that door-to-drug and door-lo-treatment times were significantly longer for nonwhitc 
cardiac patients than for white patients.^” The study’s authors concluded that differential 
treatment inside the hospital played a role in the disparity.^' Another recent study reported that 
African-American children who go to an emergency room with stomach pain are less likely than 
white children to receive pain medication and more likely to spend long hours in the emergency 
room.^^ 


Discrimination on the basis of national origin, which encompasses discrimination on the 
basis of limited English proficiency (LEP),^* also creates unequal access to health. There are 
approximately 25 million individuals in this country with Limited English Proficiency (“LEP”), 
of whom 84 percent are of Hispanic or Asian origin.”'’ LEP is often compounded with the 
“cumulative effects of race and ethnicity, citizenship status, low education, and poverty,” 
resulting in more barriers to access.”* Language barriers may lead individuals to delay or forego 
crucial health services.”* Language barriers also increase risks to patient safety, through poor 
exchanges of important information, misunderstandings about a physician’s instructions, or 
difficulty obtaining information.”” 

Sex discrimination, which includes discrimination based on pregnancy, gender identity, 
and sex stereotypes, takes many forms and occurs at every step in the health care system — from 
obtaining insurance coverage to receiving proper diagnosis and treatment. This discrimination 
seriously harms women and threatens their health, causing them to pay more for health care and 
to risk receiving improper diagnoses and less effective treatments. Studies have found that 
women receive inadequate care when gender bias inappropriately influences medical decision- 
making. For example, a recent study of emergency room patients reporting similar symptoms 
found that men were more likely than women to receive morphine to help treat pain.”* Indeed, 
the Institute of Medicine has recognized that gender disparities in pain care result from “neglect, 
dismissal and discrimination from the health care system.””’ While progress has been made, past 
and current exclusion of women in medical research continues to negatively affect advances in 
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women’s health. Intentional exclusion and under-inclusion of women in clinical trials, including 
the failure to adequately recruit women to participate in medical research, is a long-standing and 
well-documented problem.^° Research that uses an exclusively male model to evaluate and 
understand women’s health needs means that women cannot receive medical care of the same 
quality provided to men. 

Discrimination based on gender identity, gender expression, and sexual orientation is also 
a persistent problem in our health care system. LGBT individuals consistently face health care 
discrimination, including verbal abuse, physical abuse, and outright refusals of treatment. This is 
especially true for transgender and gender nonconforming individuals.^’ 

People with disabilities experience significant health disparities and barriers to health 
care, as compared with people who do not have disabilities.^"’ In fact, people with disabilities are 
2.5 times more likely to have unmet health care needs than non-disabled peers. Individuals with 
all types of disabilities report discriminatory physical, programmatic, and altitudinal barriers to 
accessing health care in hospitals, clinics, diagnostic facilities, and practitioners’ offices of all 
sizes throughout the country.” According to the Alliance for Disability in Healthcare Education, 
“Without training, healthcare providers tend to: underestimate the abilities of patients with 
disabilities; grossly underestimate the quality of life of patients with disabilities; minimize the 
patient’s capacity to contribute to their own care; and minimize the extent and importance of the 
patient’s expertise in [their] own condition.^'* Moreover, scientific evidence is lacking about 
effective treatments for people with disabilities, especially those who develop common 
conditions of aging (e.g., cancer, heart disease, diabetes) because they are routinely excluded 
from clinical trials and creating comparative effectiveness research aimed at people with 
disabilities presents complex challenges."’^ 

b) Diversity in the Health Care Workforce Is Associated with Reduced Health 

Disparities and Improved Patient Care for an Increasingly Diverse Patient 

Population. 

The Institute of Medicine, among other institutional bodies, prioritizes increasing the 
number of minority health professionals as a critical component for addressing health disparities 
and improving patient care."’* Diversity in the health care system can counteract biases and 
combat discrimination by improving cultural and linguistic competency, thereby improving 
provider-patient communication and patient care.” A diverse health care workforce can also 
broaden research agendas, ensuring studies address health conditions and health care delivery 
issues of particular importance to underserved minorities.” In addition, minority physicians are 
often more likely to choose to become primary care practitioners and to decide to serve 
underserved areas and care for individuals who are uninsured or underinsured.” A diverse health 
care workforce can also lead to more diverse enrollment in clinical trials that aim to lessen health 
disparities. Studies suggest that researchers who share common language or cultural beliefs 
with minority patients can more successfully break down the barriers of fear and distrust of 
health professionals and the health care system that can keep minority populations from 
participating in research trials.'" 


NATIONAL WOMEN’S LAW CENTER, MARCH 2014 
4 



162 


In particular, the federal government has a vital interest in contracting with health care 
institutions that are equipped to serve the interests of the growing population of patients with 
LEP. Research has established that care improves when patients are treated by medical staff that 
speaks their language. In a 2006 review of evidence regarding diversity in the health professions, 
the Department of Health and Human Services found that “non-English speaking patients 
experience better interpersonal care, greater medical comprehension, and greater likelihood of 
keeping follow-up appointments when they see a language-concordant practitioner, particularly 
in mental health care.”'*^ 

* * * 

Addressing discrimination and improving diversity in the health care workforce are key 
strategies to improving patient care and reducing health disparities — goals the federal 
government has an important interest in advancing. “Racial inequity in health care delivery and 
in minority access to the health professions has lasted for centuries in no small part due to 
systemic, or institutional, racism.”"'^ A lack of diversity into the health care workforce 
“contributes to the gap in health status and impaired access to health care experienced by a 
significant portion of our population.”'*"' A “health workforce that is culturally sensitive and 
focused on patient care” benefits not only minority patients, but can also “improve patient 
access, patient satisfaction, and improve quality of care for all patients."*^ The federal government 
therefore has a vital interest in having its health care contracts support a health care workforce 
that is free from discrimination and that effectively serves this country’s diverse patient 
population. 


* U.S. Dep’t of Labor, Bureau of Labor Statistics, Household Data Annual Averages, Table 1 1: Employed persons 
by detailed occupation, sex, race, and Hispanic or Latino ethnicity (2012) (la.st accessed December 20, 2013) 
available at http://www.bls.gov/cps/cpsaat 11. pdf (under “Healthcare practitioners and technical occupations”). 

^ Id 
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^ Marcella Nunez-Smith, et al., Race/Ethnicily and Workplace Discrimination: Results of a National Survey of 
Physicians, 24 J. Gen Intern Med. 1 198, 1198 (Sept. 2009). 
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* Seth A. Seabury et al. Trends in the Earnings of Male and Female Health Care Professionals in the United Stales, 
1987 to 2010, 173 JAMA Intern Med. 1748 (Sept. 2013). 

^Jd. 
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"Id. 
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nurses to day shifts and black nurses to night shifts, among other allegations). 

"Id. at 913, 915. 
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Healthcare for People with Disabilities. Informally published manuscript. Rehabilitation Institute of Chicago, 
Chicago, IL, Retrieved from www.tvwor)dwide.com/events/hhs/04I206/PPT/RIC_whitepaperfina]82704.pdf. 

Disabilities are diverse. As the Surgeon General said in his 2005 Cali to Action to Improve the Health and 
Wellness of Persons with Disabilities stated: “Some disabilities are visible; others are not. Some are physical, some 
visual or auditory, some developmental or cognitive, and some mental or behavioral. Some persons are bom with 
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one or more disabilities; others acquire a disability during the course of a lifetime .... No single disabling condition 
necessju’ily affects one person in exactly the same way as it does another.” 

Havcrcamp, S. M. (Ohio State University Nisonger Center); Robey, K. (Matheny Medical and Educational Center 
and UMDNJ — New Jersey Medical School); & Smelter, S. (Villanova University College of Nursing); Approaches 
to training healthcare providers on working with patients with disabilities. Webinar at AUCD. Retrieved from 
http://www'.aucd.org/docs/Approaches to TrainingHeaIthcareProviders.pdf (Accessed on July 18, 2013). 

Identifying effective health care services for adults with disabilities: Why study designs and outcome measures 
matter. (2011). Presentation at the Mathematica Policy Research Center on Health Care Effectiveness (CHCE) Issue 
Forum, http;//www.mathematica-mpr.com/CHCE/forum_archives/July_20 1 1 /powerpoint.pdf. 

Unequal Treatment at 1 4; see also Sullivan Report at iv. 

Sullivan Report at 18-23. 

Jordan J. Cohen, et at. The Case for Diversity in the Health Care Workforce, 21 Health Affairs 90, 94-95 (2002); 
Am. Assoc, of Pediatrics, Policy Statement: Enhancing Pediatric Workforce Diversity and Providing Culturally 
Effective Pediatric Care: Implications for Practice, Education, and Policy Making, 
http;//pediatrics.aappub!ications.org/content/132/4/el lOS.ftill# (published online Sept. 30, 2013). 

Testimony of Louis W. Sullivan, Health Care Disparities: A Briefing Before the U.S. Commission on Civ. Rts., 4 
(Dec. 2010), available at http://www.usccr.gov/pubs/Healthcare-Disparities.pdf (citing study); Health Resources & 
Servs. Admin. Bur. of Health Professions, U.S. Dep’t of Health & Human Services, The Rationale for Diversity in 
the Health Professions: A Review of the Evidence, 16 (Oct. 2006), available at 
http://bhpr.hrsa.gov/healthworkforce/reports/diversityreviewcvidence.pdf(citing study). 

Testimony of Louis W. Sullivan, Health Care Disparities; A Briefing Before the U.S. Commission on Civ. Rts., 4 
(Dec. 2010), available at http://www.usccr.gov/pubs/Hea!thcare'D!sparities.pdf (citing source). 

Unequal Treatment at 22; Amer. Assoc, of Med. Coll. Diversity in Medical Education: Facts & Figures 2008, 1 1- 
\2 available at 

https;//members.aamc.org/eweb/upload/Diversity%20in%20Mcdical%20Education%20Facts%20and%20Fig%2020 
08.pdf (citing studies). 

Health Resources & Services Admin. Bur. of Health Professions, U.S. Dep’t of Health & Human Services, The 
Rationale for Diversity in the Health Professions: A Review of the Evidence 2 (Oct. 2006), available at 
http://bhpr.hrsa.gov/healthworkforce/reports /diversityreviewevidence.pdf. 

Sullivan Report at 40, 

^ Sullivan Report at iv. 

Sullivan Report at 3, 15. 
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[Additional Submissions by Chairman Walberg follow:] 
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Dear Chairman Walberg: 

The Association of Federal Health Organizations ("AFHO") appreciates receiving your 
staffs invitation to submit this statement for the record of the Subcommittee on 
Workforce Protection’s Ivlarch 13, 2014, hearing. We wish to express our support for 
H.R. 3633, the Protecting Health Care Providers from Increased Administrative 
Burdens Act. AFHO is a trade association of Federal Employees Health Benefit 
(“FEHB") plan carriers that serve over 75% of the FEHBP's total enrollment ' 

H.R. 3633 is a welcome legislative response to the Labor Department’s Office of 
Federal Contractor Compliance Programs ("OFCCP") enforcement actions seeking to 
treat hospitals as TRICARE and FEHB Program subcontractors that must comply with 
the affirmative action program requirements of various Executive Orders and federal 
laws. Our statement principally seeks to illustrate how these enforcement efforts 
against FEHBP carriers are at odds with long-standing understandings and practice in 
the FEHBP. 

The FEHB Act, 5 U.S.C. Ch. 89, authorizes the U.S. Office of Personnel Management 
("0PM") to enter into contracts with qualified carriers for health benefit plans, not 
for health care services. FEHB plan contracts are health insurance contracts under 
which the carrier or its underwriter bears the risk that the premiums will be 
sufficient to fund the benefit costs and related administrative expenses. 

All FEHB plan contracts include three affirmative action clauses that flow down to 
subcontractors at specified dollar thresholds; Section 5.19 Equal Opportunity 
(Federal Acquisition Regulation ("FAR") § 52.222-26) , Section 5.22 Equal Opportunity 
for Veterans (FAR § 52.222-35), and Section 5.23 Affirmative Action for Workers with 
Disabilities (FAR 52.222-36). However, none of these clauses defines the term 
subcontractor. 


AFHO members reserve the right to comment separately to the Committee on this bill. 
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Furthermore. FAR Chapter 1, Part 2, does not include a definition of the term "subcontractor." However, 
0PM has defined that term in its implementing Federal Employees Health Benefits Acquisition 
Regulation ("FEHBAR") since the FEHBAR's inception in 1987 as follows: 

Subcontractor means any supplier, distributor, vendor, or firm that furnishes supplies or services 
to or for a prime contractor or another subcontractor, except for providers of direct medical 
services or supplies pursuant to the Carrier's health benefits plan. 

The FAR expressly authorized 0PM to create this definition for FEHBP purposes. 48 C.F.R. Subpart 1.3. 

In 2(X)5, 0PM created a new class of contracts for experience rated FEHBP carriers known as the large 
provider agreement. At the time, 0PM explained that 

Large Provider Agreements include mail order pharmacy services, pharmacy benefit 
management services, mental (behavioral) health and/or substance abuse management 
services, preferred provider organizations (including organizations that own and/or contract 
with direct providers of medical services and supplies), utilization review services, and/or large 
case or disease management services. Large Provider Agreements do not include carriers' 
contracts with hospitals 

70 Fed. Reg. 31,374, 31,375 (June 1, 2005, emphasis added.) 

OPM's decision to exclude health care providers from the FEHBP definitions of subcontractor and large 
provider draws support from the Federal Grants and Cooperative Agreement Act of 1978, 31 U.S.C. Ch. 
63. The Grant Act, which is referenced in the FAR's definition of the term "Contract" (48 C.F.R. § 1- 
2,201), was passed to provide agencies, such as 0PM and OFCCP, with guidelines for classifying the 
various relationships between the federal government and federal fund recipients. We agree with the 
American Hospital Association's ("AHA") December 4, 2014, testimony to this Committee on this point 
(P.S): 

Under the Grant Act, TRICARE, FEHBP and Medicare reimbursements do not qualify as federal 
"procurement contracts" but instead are forms of federal financial assistance. Under the Grant 
Act, a procurement contraa exists where the principal purpose of the relationship is to acquire 
"property or services for the direct benefit or use of the United States Government." [31 U.S.C. § 
6302.) Clearly, health benefit plan reimbursements are not for the direct benefit or use of the 
government. Instead, common sense and the language of the relevant legislation establishes 
that, literally, the "beneficiaries" of TRICARE are the service members, veterans and eligible 
dependents who receive medical services - that is, the benefits of the program. Likewise, the 
"beneficiaries" of FEHBP are federal employees, retirees and their families. These arrangements 
are analogous to Medicare, where the government makes payments to hospitals for the benefit 
of "that portion of the public entitled to Medicaid or Medicare coverage." 

Subsequently, In March 2003, OFFCP issued Directive No. 263, which was consistent with OPM's 
subcontractor definition. That directive expressed the following policy: 

Based on the [Labor Department Administrative Review Board] ARB decision [in the Bridgeport 
Hospital case], OFCCP cannot use FEHBP coverage as a basis to assert jurisdiction over a health 
care provider. 

Citation: http://tinvurl.com/n w3zobd The Bridgeport Hospital case concerned a contract between the 
hospital and a Blue Cross Blue Shield Federal Employee Plan carrier. ARB No. 00-034 (Jan. 31, 2003), 
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available at http://tinvurl.com/DexQm7s .^ For these reasons, AFHO members have neither included the 
affirmative action clauses in subcontracts with hospitals and other health care providers nor required 
their network vendors or prescription benefit managers to include those clauses in their provider 
agreements. 

Nevertheless, beginning in January 2004, OFCCP sought to apply the affirmative action clauses to a 
contract between the UPMC Braddock medical facility and a FEHBP comprehensive medical plan carrier. 
OFCCP commenced an enforcement action in November 2006. In May 2009, the ARB sustained the 
OFFCP's. OfCCP V. UPMC Braddock, DOL ARB No. 08-048 (May 29, 2009), available at 
http://tinyurl.com/o2szw7d. The U.S. District Court for the District of Columbia later affirmed the ARB's 
decision. UPMC Braddock v. Solis, 934 F Supp 2d 238 (DDC March 30, 2013). That decision has been 
appealed to the U.S. Court of Appeals for the District of Columbia Circuit (No. 13-5158). 

These decisions override OPM's longstanding FEHBAR determination that providers and large providers 
are not subcontractors and raise the specter that hospitals and large medical groups may be deterred 
from joining FEHBP carriers' networks in order to avoid the OFCCP's burdensome affirmative action 
program requirements, about which the American Hospital Association has testified so effectively 
before this Committee. Federal and postal employees, annuitants, and their families who depend upon 
the FEHBP for their health care coverage would be the losers in that case since many high quality, 
affordable healthcare providers may no longer participate in the networks upon which they rely. 

We would also note that the Secretary of Labor's offer to create a five year long moratorium on OFCCP 
enforcement actions against TRICARE providers in order to acclimate those healthcare providers to 
OFFCP's new enforcement policy, that you announced at the March 13, 2014, hearing, would not 
prevent the OFCCP from ultimately creating an impediment to building the highest-quality networks to 
serve those who rely on the FEHBP. 

For all of these reasons, AFHO supports the enactment of HR 3633 which ends the uncertainty that the 
OFCCP has created and costly related litigation by clarifying once and for all that participation in a 
federally funded health benefit program, like the FEHBP, does not subject health care providers to 
OFCCP jurisdiction. This legislation will provide the best assurance to active and retired federal and 
postal employees and their dependents that the OFCCP will not threaten the quality of the providers in 
FEHBP carriers’ networks. Healthcare providers are, and if H.R. 3633 is enacted, would remain subject to 
federal, state, and local employment discrimination law. 

Thank you again soliciting this statement. Should you wish to discuss them further, please contact me. 


Sincerely, 



cc: AFHO Board of Directors 

David M. Ermer 
John O'Brien (0PM) 
Jonathan Foley (0PM) 


In December 2010, OFCCP "obsoieted" Directive No, 262 based on the agency’s enforcement actions, not on a 
change in the law. See OFCCP Directive No. 293 and Notice of Rescission No. 301. 
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[Whereupon, at 11:33 a.m., the subcommittee was adjourned.] 
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